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relieves hay fever distress... 

















BENADRYL 


effective antihistaminic 





When pollens provoke symptoms in sensitive patients, 
BENADRYL Hydrochloride (diphenhydramine hydrochlo- 
ride, Parke-Davis) quickly checks sneezing, nasal dis- 
charge, nasopharyngeal itching, and lacrimation. Because 
relief is rapidly obtained and gratifyingly prolonged, a 
comfortable “hay fever season” can be prescribed for most 
patients. 


BENADRYL Hydrochloride is available in a variety of forms—includ- 
ing Kapseals,® 50 mg. each; Capsules, 25 mg. each; Elixir, 10 mg. 
per teaspoonful; and Steri-Vials,® 10 mg. per cc. for parenteral 
therapy. 





















In very special cases 
A very superior Brandy 







Table of Contents 


VOLUME 50 NUMBER 8 






AUGUST, 1953 






Editorials 




























































All Right, Perhaps We’d Better Not 633 
Denver Breaks Ground for New Library.... 634 
Distribution of Physicians 634 
Correspondence 634 
* 
, * " Original Articles 
Changing Attitudes Toward Operative Ob- 
yn \ \ stetrics, William G. Keettel, M.D. 635 
N ) Acute Intestinal Obstruction, Kenneth C. 
I Sawyer, M.D. 639 
THE WORLD'S PREFERRED 
COGNAC BRANDY Cardiac Arrest, Thomas F. Keyes, M.D..... 646 
Behrationhe & Co. Hew York WN. V. The Physician and Military Medicine, Maj. 
Gen. George E. Armstrong, M.C. 649 
The Role of Roentgen Therapy in Car- 
cinoma of the Breast, D. Garth Edmunds, 
M.D. 666 
The Differential Diagnosis and Manage- 
ment of Acute Pharyngitis, John F. 
Waldo, M.D. 670 
Program, Rocky Mountain Medical Con- 
ference 653 
3 
« 
Organization 
Montana 
Montana Diamond Jubilee Program 674 
Utah 
Southwestern Surgic Congress 674 
Woman’s Auxiliary 678 
New Mexico 
Obituary 681 
R. Thornton ; 
ea. ° , 
Orthopedic Brace Colorado Medical School Notes 681 : 
and Appliance Co. . be 
The Book Corner 683 
936 East 18th Avenue AL. 2897 
Braces, Belts and Trusses : a 3 
‘ 
Rocky Moun MEDICAL JOURNAI 








",..- particularly 
beneficial 
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of 
hay fever.” 
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Because CHLOR-TRIMETON® maleate, 
chlorprophenpyridamine maleate, has the 
greatest potency milligram for milligram 

of any available antihistamine, and 

because “Chlor-Trimeton has a relatively low 


incidence of side reactions,” it is a drug 


oS of choice for hay fever patients. 
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1. Silbert, N. E.: New England 
J. Med. 242:931, 1950. 

2. Eisenstadt, W. S.: Journal 
Lancet 70:26. 1950. 
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New Research Laboratory 
of R. J. Reynolds Tobacco Company 
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this year, is a $2,000,000 addition to 


Camel’s research facilities, 
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ANNUAL SESSION: SHIRLEY-SAVOY 


OFFICERS 


NEXT 


Annual Session 
the term 
Session. 


Terms of Officers and Committees expire at the 
in the year indicated. Where no year is indicated, 
is for one year only and expires at the 1953 Annual 


President: William A. Liggett, Denver. 

President-Elect: Claude D. Bonham, Boulder. 

Vice President: William B. Condon, Denver. 

Constitutional Secretary (three years): Irvin E. Hendryson, Denver, 1954. 
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8: Harvey M. Tupper, Grand Junction, 1955; No. %: Ray G. Witham, 
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Board of Supervisors (two years): Lawrence D. Buchanan, Wray, Chair- 
man, 1953; Jackson L. Sadler, Fort Collins, 1953; Guy C. Cary, Grand 


Junction, 1953; David W. McCarty, Longmont, Vice Chairman, 1953; V. V. 
Anderson, Del Norte, 1953; George M. Myers, Pueblo, 1953; J. Lawrence 
Campbell, Denver, Secretary, 1954; W. S. Cleland, Delta, 1954; Harold E. 
Haymond, Greeley, 1954; Robert A. Hoover, Salida, 1954; William C. 
Service, Colorado Springs, 1954; J. Alan Shand, La Junta, 1954. 


Delegates to American Medical Association (two years): George A. Unfug, 


Pueblo, 1953; (Alternate: Herman C. Graves, Grand Junction, 1953); 
William H. Halley, Denver, 1954; (Alternate: Kenneth C. Sawyer, Denver, 
1954). 
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Library and Medical Literature: Nolie Mumey, Chairman; Theo. E. 
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Anderson, Marvin E. Johnson, Charley J. Smyth, Robert C. Lewis, Ph.D., 
Fred Kern, Jr., Charles Macgregor, Austin Mutz, Gordon Meiklejohn, all 
of Denver; Roy F. Dent, D. Joseph Judge, Colorado Springs; Lawrence D. 


Dickey, Ft. Collins; T. W. Halley, Durango; Clayton C. Weber, La Junta; 


Robert Perry, Durango; Stephen B. Phillips, Salida 

Medical Service Plan: Harry C. Hughes, Chairman; John S. Bouslog 
Henry A. Buchtel. Frederick Good, Terry J. Gromer, Whitney C. Porter, 
E. Howard Fralich, Paul E. Stearns, F. B. Warshauer, all of Denver; John 
L. MeDonald, J. W. MeMullen, Colorado Sprnigs; Nathan L. Beebe, Fort 
Collins; Homer R. Dietmeier, Longmont; David P. Halfin, Lakewood; Ray 
mond A. Nethery, Pueblo 

Medicoicgal (two years): C. S. Bluemel, Chairman, 1953; H. I 
Barnard, 1953; E. L. Harvey, 1953; Rudolph W. Arndt, 1954; William 
W. Haggart, 1954; Edward J. Meister, 1954; all of Denver. 

Necrology: C. F. Kemper, Denver, Chairman; Carl W. Maynard, 
Pueblo; Roger S. Whitney, Colorado Springs. 

Public Policy: Frank B. McGlone, Chairman; Cyrus W. Anderson, 
Karl F. Arndt, William W. Haggart, J. Robert Spencer, all of Denver; 
G. C. Milligan, Englewood, Vice Chairman; Paul A, Draper, Colorado 
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Denver, President; Claude D. B Boulder, President-elect; Irvin E 
Hendryson, Denver, Constitutional Secretary 

Sub-Committee on Hospital-Professional Relations: George F. Woll- 
gast, Chairman; 8S. M. Prathe Ashe Ervin A Hinds, Thos J 
Kennedy, John C. McAfee, R. J. McDonald, Paul E. RePass, Wendell P. 
Stampfli, all of Denver; A. Miskow Center; Everett E. H. Munro, 
Grand Junction; H. N. Russell, Jr John A. Weaver, Greeley; Frederick 
G. Tice, Jr., Pueblo; Clare ( W Longmont; R. W. Repert, Edwin 
P. Wenz, Durango. 

Sub-Committee on Publicity: McKinnie L. Phelps, Chairman, Karl F 
Arndt, John 8S. Bouslog, Wm. B Irving E. Hendryson, Bradford 
Murphey, all of Denver, 

Sub-Committee on Legislation Bradford Murphey Chairman, Me 
Kinnie L. Phelps, Vice Chairn Hamilton I Barnard, Samuel P. 
Newman, Kenneth C. Sawyer, Roderick J. MeDonald, all of Denver; 
Harry C. Bryan, Colorado Spring John B. Farley, George A. Unfug, 
Pueblo; James P. Rigg, Grand J Warren Gillette, Boulder 

Sub-Committee on Nurses’ Education: Walter E. Vest, Jr., Chairman, 
Dumont Clark, Miss Mary Walker of Denver; Vernon L. Bolton, 
Colorado Springs; .Fred D. Kuyk Eaton; G. ¢ Milligan, Lee E 
Patton, Englewood. 

Sub-Committee on Weekly Health Column: George Curfman, Jr. 
Chairman; Martin Alexander, H Bramley, Frank Campbell, Wilfred 
S. Dennis, Charles G, Gabeln Mariana Gardner, Robert P. Harvey, 
John G. Hemming, Jr., Joseph B. McCloskey, Aaron Paley, all of Denver. 

Scientific Work: E. Paul Sh Chairman; Frederick H, Branden- 
burg, Wm. R. Coppinger, Fel A. Garcia, Wm. A. Hines, Joseph H. 
Holmes, Joseph A. Lyday, T. R jer, ( W. Eisele, Gordon Meikle 
john, all of Denver; Erving ver, Colorado Spring: Theodore E 
Heinz, J. A. Weaver, Thoma \ Cockburn, Greeley Jacob 0. Mall, 
Estes Park; V. E. Wohlauer, B 

PUBLIC HEALTH COMMITTEES 

General Committee on Public Health: Consists of the chairmen of the 
following ten public health mittees presided over by Harold 
D. Palmer, Denver, as Gener 

Cancer Control: Harold D Chairman, Frank C. Campbell, 


Chauncey A. Hag N 








































John B. Grow, Paul Isbell, Charles B. Kingry 
Alexis E. Lubchenco, Josey Patterson, James A. Philpott, Jr., 
Sidney Reckler, ( L ».V.M.) Mr Hugh Terry, J M 
Shearer, William C. White Denver; John T. Barwick, Pueblo; 
Walter M. Boyd, Greeley Herold, Colorado Springs: Sion W. 
Holley, Loveland; R. R. Lar Edwin Preshaw, Littleton 

Cancer Conference Sub-Committee Frank ( Campbell, Chairman, 
Stanley K. Kurland, Freem I gwell nneth Sawyer, Arthur 
R. Woodburne, all of Denver g Elliff ing; J. A. del Regato, 
Colorado Springs. 

Chronic Diseases: Robert VW Denver, Chairman; Lloyd W 
Anderson, Sterling; Harold FE Greeley; Roland A. Raso, Grand 
Junction; Nicholas 8. Saliba Walsenburg; Robert H. Smith, Colorado 
Springs; George A. Unfug, Kar Waggener, Puebl 

Crippled Children: Fred H Chairman, Edward L. Binkley, 
Jr., H. Alexander Bradford, G W. Smith, “Mack L, Clayton, R. L 
Gunderson, all of Denver; W. I Grand Junction 

Sub-Committee on Congenital Heart Disease: HH. Alexander Bradford, 
Chairman, Samuel Gilpin Bl hn A. Lichty, Harold D. Palmer, 
all of Denver 

Maternal and Child Health 4. Lichty, Chairman, Vernon K 
Anderl, Lewis R. Day, I Mariana Gardner, Raymond L 
Isberg, Craig F. Johnsor i Nola James 8. Miles, ali of Denver; 
Mary H. Frantz, Montros S } Pueblo; Kenneth E, Gloss, Colo 
rado Springs; Robert W. | Sterling 

Mental Hygiene: F. H. Z Pueblo, Ct Spencer Bayles, 
Boulder; Lewis Barbato, ( s € Franklin G 
Ebaugh, John M. Lyor Br Murpt ld, John L 
Lightburn, L. M. Hopple, § A. Draper 
Francis A. O'Donnell, t g 

Occupational Health: Rober Chairma James Cullyford, Calvin 
Fisher, Maurice Gaor al James E. Donnell Trinidad; Paul 
G. Mathews, Walse 4 Parker, Grar ctior Frederick 
G. Tice, Jr Pueble; Ri I jierhoof, Col S 

Rehabilitation: Willian Chairn Max 
M. Ginsburg, John T. J Z I Wollgast Loague, 
Mr. Dorsey Richardsor al John E. N 

Rural Health and Health Councils Monroe Mr 
Marvin Russell, Mrs. Tee 8 f Denver; | Salida 
E. C. Ceriani, Kremmling Hedrick ray; Fred A. Humphrey 
Henry P. Thode, Ft. Col Johnstor J La Junta; Albert P 
Ley, Monte Vista; Port I Ss g; Ma I Moore, Grand Junc 
tion; Paul E. Tramp rT. Wask Yur Valentin E 
Wohlauer, Brush: James M. | r i Lak Eimer | Morgan, Rocky 
Ford 

Sanitation: H. J. Dodg Lloyd Florio, Edward S. Miller, 
B. T. Daniels, Mr. Jean B Mr. William Gahr all of Den 
ver William N Baker P \) BK Crow Colorado Springs 
Stephen L. Kallay, Lakew 

Tuberculosis Control: J r Chairma Joseph Cannon, Leroy 
Elrick, Robert S. Liggett, } Foster la 0. Ban Chesmore 
Eastlake, Jr all of De Hinzelma Greeley; I W. Holden 
Boulder; Paul B. Maras ( Junction; A. M. Mullett, Mrs. Ira 
Waterman, Colorado Spring i Van Der Schouw, Wheatridge; W. 
Kemp Absher, H. Harper K John A. Frant Montrose 
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Venereal Disease Control: Sam W. Downing, Chairman; D. C. Roberts, 
Maniel G. Monaghan, Joseph Sherman, all of Denver; Harley Rupert, 
Greeley; Frederick Tice, Jr., Pueblo. 


SPECIAL COMMITTEES 


American Medical Education Foundation: Atha Thomas, Chairman; J. 
Lawrence Campbell, Ervin A. Hinds, all of Denver; James P. Rigg, Grand 
Junction; Lester L. Williams, James W. Lewis, Colorado Springs; Robert 
T. Porter, Greeley; William N. Baker, Pueblo. 


Advisory Committee on Nurses’ Legislation: Gatewood C. Milligan, Engle- 
wood; Bradford Murphey, Walter E. Vest, Jr., Melvin A. Johnson, all 
of Denver. 


Advisory Committee to Woman’s Auxiliary: Ervin A. Hinds, Chairman; 
Bernard T. Daniels, Joseph W. Freeman, all of Denver, 


Advisory to U.M.W. Welfare Fund (three years): W. W. Haggart, Chair- 
man, 1953; Robert Bell, 1953; John S. Bouslog, 1954; Fred H. Hart- 
shorn, 1953, all of Denver; E. B. Ley, Pueblo, 1954; Mason M. Light, 
Gunnison, 1954; James M. Lamme, Sr., Walsenburg, 1955; Ligon Price, 
Mt. Harris, 1955; R. J. Ralston, Holyoke, 1955. 

Committee on Automotive Safety: Horace E. Campbell, Chairman; Mar- 
tin Anderson, Mark S. Donovan, Homer G, McClintock, Clyde E. Stanfield, 
Edward B. Liddle, D. W. Darwin, Donald G. Schmidt, all of Denver; 
David R. Winternitz, Colorado Springs; W. J. Mellinger, Ft. Morgan. 

Committee on Blood Banks: William A. H. Rettberg, Denver, Chairman; 
E. F. Geever, Colorado Springs; Geno Saccomano, Grand Junction; A. J. 
Miller, Pueblo. 

Blue Shield Fee Schedule Advisory Committee: Fred A. Humphrey, 
Ft. Collins, Chairman; Lloyd W. Anderson, Sterling; John H, Amesse, 
Robert F. Bell, George R. Buck, J. Lawrence Campbell, John G. Griffin, 
John B. Grow, Daniel R. Higbee, Harry C. Hughes, Frank B. McGlone, 
Douglas W. Macomber, Bradford Murphey, John M. Nelson, James A. 
Philpott, Kenneth Sawyer, Warren W. Tucker, John I. Zarit, all of 
Denver; William N. Baker, George A. Unfug, Pueblo; George G. Balder- 
ston, »Montrose; Lee J. Beuchat, Trinidad; Lawrence D. Buchanan, Wray; 
Guy E. Calonge, La Junta; Norman L. Currie, Burlington; L. L. Hick, 
Delta; Paul R. Hildebrand, Brush; Fred D. Kuykendall, Eaton; James M. 
Lamme, Jr., Walsenburg; Robert C. Lewis, Jr., Aspen; Mason Light, Gun- 
nison; James S. Haley, Longmont; Harlan E. McClure, Lamar; Franklin 
J. McDonald, Leadville; Ben H. Mayer, Steamboat Springs; Edward G. 
Merritt, Delores; G. C. Milligan, Englewood; C. W. Vickers, Del Norte, 
A. D. Waroshill, Florence; W. Lloyd Wright, Golden; Theodore E. 
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Heinz, Greeley; John D. Gillaspie, Boulder; John W. Bradley, John L 
MeDonald, R. C. Vanderhoof, all of Colorado Springs; Kenneth E. Pres- 
cott, Geno Saccomano, Grand Junction. 


Committee on Emergency Medical Service: Roy .L. Cleere, Chairman 
K. D. A. Allen, Roger N. Chisholm, W. S.. Curtis, Mark S, Donovan, 
R. E. Giehm, H. I. Goldman, Harry C. Hughes, K. A, Jankovsky, M. E 
Johnson, Freeman Longwell, Roderick J. McDonald, Foster Matchett 
Mordant Peck, Myron B. Pedigo, 0. S. Philpott, Tkad P. Sears, Karl 
Sunderland, Henry Swan, M. P. Vanden Bosch, David L. Wahl, Robert Wood 
roff, Homer G. McClintock, Alice J. Smith, all of Denver; Kenneth E 
Gloss, Colorado Springs; Ham Jackson, Ft. Collins; John W. McDonald, 
Sterling. 


Sub-Committee to Study Indigent Care Program: Irvin E. Hendryson 
Chairman; Cyrus W. Anderson, Samuel P. Newman, William W. Haggart, 
Frank B. MeGlone, McKinnie L. Phelps, William A. Liggett, all of 
Denver; Claude D. Bonham, Boulder; Lester L. Ward, Pueblo; Robert 1 
Porter, Greeley; Everett E. H. Munro, Grand Junction. 

interim Committee on Constitutions and By-Laws: J. L. McDonald, Colo- 
rado Springs, Chairman; J. Lawrence Campbell, Denver; Theodore E 
Heinz, Greeley; Edgar Elliff, Sterling; William N. Baker, Pueblo. 


Military Affairs Committee: Robert S. Liggett, Chairman; George R 
Buck, John M. Foster, all of Denver; Claude D. Bonham, Boulder; Calvin 
N. Caldwell, Pueblo; Ward C. Fenton, Rocky Ford; Leo W. Lloyd, Durango 
Harvey M. Tupper, Grand Junction. 

Physicians Placement Committee: Henry A. Buchtel, Chairman; John 
M. Nelson, Felice A. Garcia, all of Denver. 

Rocky Mountain Medical Conference: George P. Lingenfelter, Chair 
man, 1957; L. Clark Hepp, 1953; D. W. Macomber, 1954; Terry J 
Gromer, 1955; William Covode, 1956, all of Denver. 

Special Committee on Series for Colorado Rancher and Farmer: Raymond 
C. Scannell, Chairman, Charles A. Rymer, Irvin E. Hendryson, William 
A. Liggett, Robert E. Hayes, all of Denver; Claude D. Bonham, Boulder; 
David W. McCarty, Longmont; Paul R. Hildebrand, Brush; William §& 
Abbey, Ft. Collins. 


SPECIAL REPRESENTATIVES 
Delegate to Colorado Interprotessional Council (five years): L. RB 
Safarik ,1954; J. R. Evans, 1954, alternate, all of Denver. 
Representative to Rocky Mountain Radio Council: Irvin E. Henrdhyson 


Representative to Adult Education Council: John A. Edwards, Richard 
B, Greenwood, all of Denver. 
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NEXT ANNUAL SESSION: BILLINGS, SEPTEMBER 17, 18, 19, 20, 21, 1953 


OFFICERS, 1952-1953 


Terms of Officers and Committees expire at the Annual Session 
tn the year indicated. Where no year is indicated, the term 
is for one year only and expires at 1952 Annual Session. 


President: James M. Flinn, Helena. 

President-Elect: S. C. Pratt, Miles City. 

Vice-President: George W. Setzer, Malta. 

Seeretary-Treasurer: E. H. Lindstrom, Helena. 

Asst. Seeretary-Treasurer: Wyman J. Roberts, Great Falls. 

exeeative Secretary: Mr. L. R. Hegland, 240 Stapleton Bldg., Billings. 


Delegate to American Medical Association: Raymond F. Peterson, Butte; 
Alternate, Thomas L. Hawkins, Helena. 


STANDING COMMITTEES 


Executive Committee: James M. Flinn. Chairman, Helena; Clyde H. 
Fredrickson, Missoula; Everett H. Lindstrom, Helena; Frank U. McPhail, 
Great Falls; Sidney C. Pratt, Miles City; Wyman J. Roberts, Great Falls; 
George W. Setzer. Malta. 

Economic Committee: Sidney C. Pratt, Chairman, Miles City; Harvey L. 
Casebeer, Butte; Theodore W. Cooney, Helena; William E. Harris, Living- 
ston; Robert J. Holzberger, Great Falls; D. S. MacKenzie, Jr.. Havre; Gordon 
Merriam, Fairview; James A. Mueller. Lewistown. 

Legislative Committee: Park W. Willis, Jr., Chairman, Hamilton; Albert 
W. Axley, Havre; Ray 0. Bjork, Helena; I. J. Bridenstine, Missoula; Sid- 


ney A. Cooney, Helena; Fritz D. Hurd, Great Falls; George W. Setzer, 
Malta. 
Necrology and History of Medicine Committee: Leonard W. Brewer, 


Chairman, Missoula; Melville G. Danskin, Glendive; Albert A. Dodge, Kali- 
spell; Edward M. Gans, Harlowton; William G. Richards, Billings; John P. 
Ritchey, Missoula; James I. Wernham, Billings; S. V. Wilking, Butte. 

Public Relations Committee: Albert W. Axley, Chairman, Havre, 1955; 
Eaner P. Higgins, Kalispell, 1955; Amos R. Little, Jr., Helena, 1954; 
John J. Malee, Anaconda, 1953; Frederic 8. Marks, Billings, 1953; Wil- 
liam F. Morrison, Missoula, 1954; Raymond F. Peterson, Butte, 1954: 
Thomas F. Walker, Jr., Great Falls, 1953; Park W. Willis, Jr., Hamilton, 
1955; Sidney A. Cooney, Helena, Ex-officio. 

Legal Affairs and Malpractice Committee: Louis W. Allard, Chairman, 
Billings; John H. Bridenbaugh, Billings; Fritz D. Hurd, Great Falls; Theo- 
dore R. Vye, Billings; Park W. Willis, Jr., Hamilton. 

Program Committee: John J. Malee, Chairman, Anaconda; Thomas W. 
Saam, Vice-chairman, Butte; Charles B. Craft, Bozeman; John A. Layne, 
Great Falls; Stephen N. Preston, Missoula; Everett H. Lindstrom, Helena, 
Ex-officio. 

Interprofessional Relations Committee: Maurice A. Shillington, Chairman, 
Glendive; Louis W. Allard, Billings; John K. Colman, Butte; Theodore W. 
Cooney, Helena; Francis I. Sabo, Bozeman; George A. Sexton, Great Falls. 

Nominating Committee: Joseph M. Brooke, Chairman. Ronan; George W. 
Setzer, Malta; C. R. Svore, Missoula; William A. Treat, Miles City; Park 
W. Willis, Jr., Hamilton. 

Auditing Committee: R. 0. Lewis, Chairman, Helena; George M 
Anaconda; Robert D. Knapp, Wolf Point; George G. Sale, Missoula; 
B. Wright, Kalispell. 

Mediation Committee: Frederic S. Marks, Chairman, 
liam E. Long, Anaconda, 1953; James E. Garvey, Butte, 1955; Eaner P. 
Higgins, Kalispell, 1954; Chester W. Lawson, Havre, 1955; Charles F. 
Liggle, Great Falls, ; James J. McCabe, Helena, 1954; Edward S. 
Murphy, Missoula, 1955; Stuart A. Olson, Glendive, 1953 





Donich, 
George 


Billings, 1954; Wil- 





Cancer Committee: Raymond E. Benson, Chairman, Billings; Mary E. Mar- 
tin, Billings: Walter B. Cox, Missoula; Deane C. Epler, Bozeman; Harold 
W. Gregg, Butte; Eugene Hildebrand, Great Falls; Philip D. Pallister, 
Boulder. 

Maternal and Child Welfare Committee: Earl L. Hall, Chairman, Great 
Falls 


Subcommittee on Obstetrics: Glenn A. Carmichael, Chairman, Missoula; 
J. E. Brann, Kalispell; Harry B. Campbell, Missoula; Robert E. Mattison, 
Billings; Charles W. Pemberton, Butte. 


Subcommittee on Pediatrics: Orville M. Moore, Chairman, Helena; George 









Ii. Barmeyer, Missoula; Roger W. Clapp. Butte; Frank J. Friden, Great 
Falls; Donald L. Gillespie, Butte; R. Wynne Morris, Helena; Philip D 
Puallister, Boulder; John A. Whittinghill, Bil gs; Paul R. Ensign, Helena 


Ex-officio. 
Tuberculosis Committee: Harry V. Gibson, Chairman, 
colm 0. Burns, Kalispell; H. M. Clemmons 


Great Falls; Mal- 
Butte; Donald D. Gnose, Mis- 





soula; Morris Alan Gold, Butte; John M. Nelson, Missoula; Frank M. 
Petkevich, Great Falls; Raymond E. Smalley, Billings; Frank I. Terrill, 
Galen; William F. Kimmell, Helena, Ex-officio. 

Fracture and Orthopedic Committee: Walter H. Hagen, Chairman, Billings; 


L. Clayton Allard, Billings; John K. Colman, Butte; Donald L. Gillespie, 


Butte; Charles E. Honeycutt, Missoula 
I. Sabo. Bozeman; John C. Wolgamot 
Ex-officio 

Rural Health Committee: B. C. Farr 
Brooke. St. Ignatius; David Gregory 
Ronald E. Losee, Ennis; George W. S 
son; George E. Trobough, Anaconda; S. A 
Helena, Ex-officio. 

Industrial Welfare Committee: B. Richardson, Chairman, Great 
Falls; Harold W. Gregg, Butte; J. Malee, Anaconda; William F. 
Morrison, Missoula; Sidney C. Pratt, Miles City; George G. Sale, Missoula; 
James G. Sawyer, Butte; John W. Sct Lewistown; Frank K. Waniata, 
Great Falls; G. D. Carlyle Thompson, Hel Ex-officio. 

Rheumatic Fever and Heart Committee: Ferdinand R. Schemm, Chairman, 
Great Falls; Raymond L. Eck, Lewistown; Donald L. Gillespie, Butte; 
Morris Alan Gold, Butte; Elizabeth Grimm, Billings; B. A. Lucking, Helena; 
Cornelius S. Meeker, Butte; Orville M. Moore, Helena; Thomas F. Walker, 
Jr., Great Falls: Richard D. Weber, Missoula; G. D. Carlyle Thompson 
Helena, Ex-officio. 

Rocky Mountain Medical Conference Committee: Haroid W. Gregg, Chair- 
man, Butte, 1953; Halward M. Blegen, Missoula. 1955; Herbert T. Cara- 
way, Billings, 1954; Charles B. Craft, Bozeman, 1956; Frank K. Waniata, 
Great Falls, 1957; James M. Flinn, Helena, Ex-officio; Everett H. Lind- 
strom, Helena, Ex-officio 


Stephen L. Odgers, Missoula; Francis 
Great Falls; Paul R. Ensign, Helena, 


Chairman, Jordan; Charles P. 
gow: B. K. Kilbourne, Hardin; 
r, Malta; Walter G. Tanglin, Pol- 
Weeks, Baker; L. S. McLean, 
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Public Health Committee: S. ( I Chairman, Billings; James 
J. Bulger, Great Falls; Deane C. Epler, Bozeman; B. C. Farrand, Jordan; 
Harry V. Gibson, Great Falls; Walter Hagen, Billings; Earl L. Hall, 


Great Falls; Eugene Hildebrand, Great Falls; Amos R. Little, Jr., Helena; 
William E. Long, Anaconda; Mary E. Martin, Billings; Russell B. Rich- 
ardson, Great Falls; Ferdinand R. Schen Great Falls; Maurice A. Shill- 
ington. Glendive: Walter G. Tanglin, P 

Hospital Relations Committee: © 
Robert B. Beans, Great Falls; Wal 
Livingston; Mary E. Martin, Billings; W 


Hildebrand, Chairman, Great Falls; 
Missoula; William E. Harris, 
um W. McLaughlin, Great Falls; 








r B. Cox 


Francis P. Nash, Townsend: Raymor Peterson, Butte; Grant P. Raitt, 
Billings: Ralph L. Towne, Kalispel 
SPECIAL COMMITTEES 
Emergency Medical Service Committee: Amos R. Little, Jr., Chairman, 


Helena; David J. Almas, Havre; L. } 3 min, Deer Lodge; Leonard W 











Brewer, Missoula; Morris Alan Gold Harrison PD. Huggins, Kalispell; 
Philip A. Sm th, Glasgow: Jul R r Albert L. Vadheim, 
Bozeman; Th-mas F. Walker, Jr ( i Carlyle Thompson, 
Helena, Ex-otficio 

Mental Hygiene Committee: Jar Bulger, Chairman, Great Falls; 
Roger W. Clapp. Butte; Gladys V. I Missoula; J. E. Kress, Missoula; 
Roger A. Latson, Billings: Maur gt Glendive; Winfield S. 
Wilder, Great Falls 

Physicians-Schools Conference Committee: R 0. B Helena; 
George M. Donich, Anaconda; P vistown ll, Great 
Falls; Eaner P. Higgins, Kalisy Olson, Glend Svore 
Missoula. 

Revision of By-Laws Committee: T Hay Helena 
Charles P. Brooke, St. Ignatius; P Gans, Lev J. Rob 
erts, Great Falls; Maurice A. S Glendive 


REPRESENTATIVES OF MONTANA MEDICAL 
ASSOCIATION TO OTHER STATE AND 
NATIONAL ORGANIZATIONS 


Montana Committee for Employme Physically Handicapped: Stephen 


L. Odgers, Missoula 


Joint Committee of Health Problem n Education of the National Edu- 








cation Association and the Americar ical Association: Ray 0. Bjork, 
Helena 

State Committee for Student Aff n in the Field of Public Health: 
L. 8. MeLean, Helena. 

Advisory Committee for Regional Nutritional Status Project of Montana 
State College: John A. Layne, Gr 

State Board of Eugenics: Glads Missou 


Montana State Committee on Pract 
R. 0. Lewis, Helena 

Montana Health Planning Counci Fredricks Missoula 

American Medical Education Foundat Chairman for Montana: Maurice 
A. Shillington, Glendive 

Advisory Committee on Narcotic 
Cooney, Helena: Winfield S. Wil 

Advsory Committee to Montana H 
Livingston; Robert J. McGregor, Gr Morris Alan Gold, Butte. 

Rocky Mountain Medical Journal k : Butte, Scientific 
Editor for Montana; Mr. L. R. Heg iate Editor for Montana. 


Nursing: John K. Colman, Butte; 


i Alcohol Education: Theodore W 


spital Association: George J. Moffitt, 

















Aca? OD 





Don’t miss important telephone calls . . . . 


Let us act as your secretary while you are away, day or night: 
our kindly voice conscientiously tends your telephone business, 
accurately reports to you when you return. 


Telephone ANSWERING Service cat atpine 1414 
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androgen ° 


Each ce. contains: 

Testosterone Cyclopentylpropionate 
50 mg. or 100 mg. 
Cipeenee 5 mg. 
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50 mg. per cc. available in 10 cc. vials 


100 mg. per ce. ayailable in 1 ce. and 
10 ce. vials 


The Upjohn Company, Kalamazoo, Michigan 
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NEW MEXICO 


NEXT ANNUAL SESSION: 
OF FICERS—1953-54 





President: Albert S. Lathrop, Santa Fe. 


President-Elect: John F. Conway, Clovis. 


Vice President: Stuart W. Adler, Albuquerque 


Secretary-Treasurer: T. E. Kircher, Jr., Albuquerque 

Executive Secretary: Mr. Ralph R. Marshall, 323 First National Bank 
Building, Albuquerque. 

Councilors (three years): Carl H. Gellenthien, Valmora; R. C. Derby- 
shire, Santa Fe; (two years): Carl Mulky, Albuquerque; J. C. Sedgwick, 
Las Cruces; (one year): W. D. Dabbs, Clovis; W. E. Badger, Hobbs. 

New Mexico Physicians Service: John F. Conway, Clovis; I. J. Marshall, 
Roswell; C, H. Gellenthein, Valmora; A, S. Lathrop, Santa Fe. 

Board of Trustees: L. J. Whitaker, Deming; A. H. Follingstad, Albuquer- 


Lathrop, Santa Fe; George S. 
January, Albuquerque; 


Valmora; A. 8. 
Stark, Las Vegas; H. L. 


que; Carl H. Gellenthien, 
Morrison, Roswell, W. A. 
C. L. Womack, Carlsbad. 


Association (two years): Carl H. Gel- 
L. January, Albuquerque. 


Delegate to American Medical 
lenthien, Valmora; Alternate, H. 
COMMITTEES—1953-54 


Service: President: John F. 
Raton; Secretary-Treasurer L.G. 


New Mexico Physicians’ 
Adams, 


Board of Trustees, 
Conway, Clovis; Vice President, V. K. 


Rice, Jr., Albuquerque; A. H. Follingstad, Albuquerque; C. H. Gellenthien, 
Valmora; H. L. January, Albuquerque; A. S. Lathrop, Santa Fe; L J. 
Marshall, Roswell; W. A. Stark, Las Vegas, L. J. Whitaker, Deming; C. L. 
Womack, Carlsbad; Mr. L. J. Lagrave, Executive Director, 709 Central 
Avenue, East, Albuquerque. 

Board of Supervisors (one year): Leland S. Evans, Las Cruces; Charles 
M. Thompson, Albuquerque; Clay Gwinn, Carlsbad; Victor E. Berchtold, 
Santa Fe; (two years): Earl L. Malone, Roswell; Milton Floersheim, Raton; 


George Prothro, Clovis; N. D. Frazin, Silver City 


MEDICAL SOCIETY 


SANTA FE, MAY 13, 14, 





15, 1954 





Basic Science Committee: Berger 4. Kenney, Santa Fe, Chairman; 
Harold J. Beck, Albuquerque: Ju 4. Evans, Las Vegas 

Consulting Committee to State Depart ment of Public Health: Carl H. 
Gellenthien, Valmora; Lewis M. 04 Albuquerque; A V. Egenhofer, 
Santa Fe; Robert R. Boice, Roswe C. Delambre, Albuquerque. 

Infancy and Maternal Care Committee: Allen C. Service, Roswell, Chair- 
man; G. C. Hogsett, Carlsbad: G I Rader, Albuquerque Herbert B. 
Ellis, Santa Fe; Marion Hotopp, § I J. W. Wiggins, Albuquerque; 
W. L. Minton, Lovington 

Indigent Medical Care Committee: S 1 R. Ziegler, M.D., Espanola, 
Chairman ; . Lander, M.D V¥ 3rd St., Roswell; R. E. Forbis, 
M.D., Medical Arts Sq., Albuquer 

Public Relations Committee: M. J. § M.D., Coronado Bldg., Santa 
Fe, Chairman; Randolph V. Selig LD Medical Arts Square Albu- 
querque; Earl L. Malone, M.D V. Tilden, Roswe Junius A E vans, 
M.D., 1032 7th St., Las Vegas; D ster, M.D., Box 569, Portales. 

Rocky Mountain Medical Conferenc H. Gellenthien, M.D., Valmora, 
Chairman; J. W. Beattie, M.D ty Ave., Las Vega Erie P 
Hausner, M.D., Coronado Bldg . 








Committee on Selective Service J velace Clinic 
Albuquerque, Chairman; Philip I M.D., Coro Santa Fe 
George S. Morrison, M.D 11 S. | Roswell 

Advisory Committee on Insurance Compensation: Gerald A. Slusser 
Artesia; Pete J. Starr, Artes R c 8 Roswell 

Legislative and Public Policy Committee: R. ( Derby e, Santa Fe, 
Chairman; R. P. Beaudette, Rat gler, Clov L. I as 
Cruces; E. M. Warner, Tucun \ I Oakes, I Alan 
Hamilton, Artesia; W. L. M Conseque R 
Silver City; Ashley Pond, T i H W 
Deming; I. J. Marshall, Rosw ( r, J Albuqu 
Simms, II, Albuquerque; ( G d; Mareuw J. Sm 
Fe; W. A. Stark, Las Vegas; I | Las Crue 

National Emergency Medical Service mmittee: R R. Robertso Albu- 
querque, Chairman; Brian S. M s a | Tr. E. Kircher, Jr., 


Albuquerque 

















Information and circulars upon request. 
Address: O. B. JENSEN, M.D. 
Superintendent and Medical Director 
LIVERMORE, CALIFORNIA 
Telephone 313 








GENERAL FEATURES 


1, Climatic advantages not excelled in United States. Beautiful grounds and attractive 
2. Indoor and outdoor gymnastics under the charge of an athletic director. An excellent Ox 
3. A resident medical staff. A large and well-trained nursing staff so that each patient is give 


Hydropathic Department 
devot to the treatment of gen- 











eral ases, excluding surgical 
and a infectious cases. Special 
atten given functional and or- 
gan rvous diseases. A_ well 
equi linical laboratory and 
mod X-ray Department are in 
use for diagnosis. 
° T Cottage Department (for 
tients) has its own fa- | 
ilities for hydropathic and other 
i nt It consists of small 
cotta vith homelike surround- 
ings, permitting the segregation of | 
patients in accordance with the 
type of psychosis. Also bungalows 
for individual patients, offering 
the highest class of accommoda: 


tions v privacy and comfort. 


unding country. 
ational Department. 
areful individual attention. 


| 
| 
CITY OFFICES: | 
| 





OAKLAND 


1624 Franklin Street 
GLencourt 1-5988 


SAN FRANCISCO 


450 Sutter Street 
GArfield 1-5040 
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Supplied in 0.25% solution 
(plain), bottles of 1 oz., 4 oz. 
and 16 oz.; 0.25% solution 
(aromatic), bottles of 1 oz. and 
16 oz.; 0.5% solution, bottles of 
1 oz.; 1% solution, bottles of 
1 oz., 4 oz. and 16 oz.; 
0.125 (Ye)% solution, bottles of 
Y2 o2.; 0.5% water soluble jelly, 
in ¥e oz. tubes. 


1. Van Alyea, O. E., and Don- 
nelly, Allen: Arch. Ofolaryng., 
49:234, Feb., 1949. 





HYDROCHLORIDE 


ee » reduces nasal engorgement .. . 


¢ « « promotes aeration ... encourages drainage 


A few drops of Neo-Synephrine 0.25% in each nostril will promptly 
check mucosal engorgement and hypersecretion, promoting greater 
breathing comfort over a period of several hours. 


The resultant relief to the hay fever sufferer is decidedly 
gratifying. Prolonged action of Neo-Synephrine makes fewer 
applications necessary, consequently longer periods of rest and 
sleep are possible. 


Neo-Synephrine does not lose its effectiveness on repeated application 
and may, therefore, be relied upon to give relief throughout the 
hay fever season. 


Neo-Synephrine is practically free from sting and compensatory 
congestion; does not appreciably inhibit ciliary activity. 
Neo-Synephrine has been found relatively free from systemic 
side effects such as nervous excitation, cardiac reaction 

or insomnia even when tested on hypertensive, 

cardiac and hyperthyroid patients.! 


VW unihtiot Stamemc 


NEW YORK 18, N. Y. WINDSOR, ONT. 


Neo-Synephrine, trademark reg. U.S. & Canada, brand of phenylephrine. 


® 
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THE UTAH STATE MEDICAL ASSOCIATION 





NEXT ANNUAL SESSION: SALT LAKE CITY, SEPTEMBER 9, 10, 11, 12, 13, 1953. 


OFFICERS, 1952-1953 
President: Kenneth B. Castleton, Salt Lake City. 
President-Elect: Frank K. Bartlett, Ogden. 
Past President: L. W. Oaks, Provo. 
Honorary President: Ralph T. Richards, Salt Lake City. 
Ast Vice-President: J. J. Galligan, Salt Lake City. 
Secretary: Homer E. Smith, Salt Lake City. 
Executive Secretary: Mr. Harold Bowman, Salt Lake City. 
Treasurer: J. R. Miller, Salt Lake City. 
Counelior, 1st District: R. 0. Porter, Logan. 
Councilor, 2nd District: Vincent L. Rees, Salt Lake City. 
Councilor, 3rd District: J. E. Dorman, Price. 
Delegate to A.M.A., 1952 and 1953: Geo. M. Fister, Ogden. 
Alternate Deelgate to A.M.A., 1952 and 1953: J. J. Weight, 


Editor of the Utah Section of the Rocky Mountain Medical Journal: 
Middleton, Salt Lake City. 


Provo. 
R. .P 


Board of Supervisors: 1953, Earl L. Skidmore, Chairman, Salt Lake City; 
1954, J. C. Hubbard, Price; 1955, J. G. Olson, Ogden; 1956, C. J. Daines, 
Logan; 1957, R. E. Jorgenson, Provo. 


STANDING COMMITTEES 


Rocky Mountain Medical Conference Continuing Committee: 1953, T. R. 
Seager, Chairman, Vernal; 1954, R. P. Middleton, Salt Lake City; 1955, 
U. B. Bryner, Salt Lake City; 1956, Heber C. Hancock, Ogden; 1957, Wm. 
H. Moretz, Salt Lake City. 

Selentific Program Committee: Homer E. Smith, Chairman, Salt Lake City. 

Medical Defense Committee: 1953, John B. Cluff, Richfield; 1953, Wen- 
dell Thomson, Ogden; 1954, Fuller Bailey, Salt Lake City; 1954, Reed 
Harrow, Salt Lake City; 1954, H. R. Reichman, Salt Lake City; 1955, Wm. 
M. Nebeker, Chairman, Salt Lake City; 1955, G. S. Francis, Wellsville; 
1955, Donald Poppin, Provo. 

Medical — .y Hospitals Committee: 1953, T. C. Bauerlein, Salt 
Lake City; 1953, EB. R. Crowder, Salt Lake City; 1953, Galen 0. Belden, 
Salt Lake ei: 1954, ” Harry J. Brown, ‘Chairman, Provo; 1954, L. K. 
Gates, Logan; 1954, K. A. Crockett, Salt Lake City; 1955, R. V. Larsen, 
Roosevelt; 1955, Mark B. Jensen, Salt Lake City; 1955 J. B. Cluff, Rich- 
field; 1955, W. J. Reichman, St. George; 1956, John Waldo, Salt Lake 
City; 1956, E. D. Zeman, Ogden; 1956, P. M. Gonzales, Price. 

Medical Economics Committee: 1953, Hugh 0. Brown, Salt Lake City; 
1953, Silas S. Smith, Salt Lake City; 1953, Ralph N. Barlow, Chairman, 
Logan; 1954, Geo. C. Ficklin, Tremonton; 1954, J. H. Millburn, Tooele. 

Procurement and Assignment Committee: Eliot Snow, Chairman, Salt Lake 
City; Frank K. Bartlett, Ogden; John J. Galligan, Salt Lake City; John H. 
Clark, Salt Lake City; J. Russell Smith, Provo. 


SPECIAL COMMITTEES ALLIED TO 
PUBLIC HEALTH 


General Committee on Public Health: A. A. Jenkins, Chairman, Salt Lake 
City; John Bowen, Provo; R. P. Morris, Salt Lake City; James Orme, Salt 
Lake City; 0. EB. Grua, Ogden. 

Committee on Fractures: Norman Beck, Salt Lake City; Burke M. Snow, 
Salt Lake City; Louis Perry, Chairman, Ogden. 

Cancer Committee: Richard Call, Salt Lake City; Ralph R. Meyer, Salt 
Lake City: J. H. Carlquist, Chairman, Salt Lake City; Ralph C. Ellis, 
Ogden; Ray T. Woolsey, Salt Lake City. 

Committee on Sewage and Water Pollution: Glenn R. Leymaster, Chair- 
man, Salt Lake City; Michael E. Murphy, Salt Lake City; John Bourne, 
Provo; Alma Nemir, Salt Lake City; Paul Clayton, Salt Lake City; John 
Smith, Duchesne; G. B. Madsen, Mt. Pleasant. 


Committee on Tuberculosis and Cardio Vascular Diseases: Geo. H. Curtis, 
Chairman, Salt Lake City; Preston Cutler, Salt Lake City; Fred W. Clausen, 
Salt Lake City; Drew M. Peterson, Ogden; Warren R. Rupper, Provo; D. 0. 
N. Lindberg, Ogden. 

Committee on Rural Health: R. W. Farnsworth, Chairman, Cedar Ctty; 
Raymond M. Malouf, Richfield; George A. Monnett, Panguitch; Paul String- 
ham, Roosevelt. 

Committee on School Health: Robert Rothwell, Chairman, Salt Lake City; 
R. W. Sonntag, Salt Lake City; Wallace E. Hess, Salt Lake City; George 


Ely, Salt Lake City; Roy A. Darke, Sa 
den; Roy Hammond, Provo. 


t Lake City; Manley Utterback, Og- 


Committee on Mental Health: L. G. Moench, Salt Lake City; Wm. D. 
O’Gorman, Ogden; Owen P. Heninger, Provo; Chas. H. Branch, Chairman, 
Salt Lake City; E. M. Kilpatrick, Salt Lake City. 


Industrial Health Committee: Frank J 
Geo. A. Spendlove, Salt Lake City; L. H 
Bingham Canyon; Paul S. Richards, Su!t 
Lake City; Ralph Tingey, Salt Lake City 


Winget, Chairman, Salt Lake City; 
Merrill, Hiawatha; H. C. Jenkins, 
Lake City; Byron Daynes, Salt 
Rulon Howe, Ogden. 


SPECIAL COMMITTEES ALLIED TO PUBLIC 
RELATIONS 


General Committee on Public Relations: 1953, N. F. Hicken, Salt Lake 
City; 1953, L. V. Broadbent, Cedar City; 1953, George Gasser, Logan; 
1954, V_ L. Stevenson, Salt Lake City; 1954, Charles R. Cornwall, Salt 
Lake City; 1954, John Z. Bowers, Salt Lake City; 1955, Ralph Pendleton, 
Salt Lake City; 1955, W. E. Peltzer, Chairman, Salt Lake City. 

Legislative Committee: Charles Rugg Chairman, Salt Lake City; F. D. 
Gunn, Salt Lake City; John Z Bowers, Salt Lake City; Geo. A. Spendlove, 






Salt Lake City; L. V. Broadbent, Cedar City; D. T. Madsen, Price; J. G. 
McQuarrie, Richfield; Ray E. Spendlove, Vernal; Eugene L. Wiemers, Pleas- 
ant Grove; Robert Budge, Smithfield; Clark Rich, Ogden 

Committee on Utah Héalth Council: Dean Spear, Chairman, Salt Lake 
City; N. F. Hicken, Salt Lake City; Drew Peterson, Ogden; Paul Clayton, 


Salt Lake City. 
Committee on Relations With Press, Radio and Television: Wallace Brooke, 
Chairman, Salt Lake City; Donald Moore, Ogden; R. H. Wakefield, Provo; 





J. Clare Hayward, Logan; L. H. Merr Hiawatha; Irving Ershler, Salt 
Lake City. 

Committee on Insurance Pians: John Z. Brown, Jr., Chairman, Salt Lake 
City; Robt. D. Beech, Salt Lake City; Robert G. Snow, Salt Lake City; 
John H. Clark, Salt Lake City: Nephi Kezerian, Salt Lake City 

Newspaper Heaith Column Committee: James Z. Davis, Chairman, Salt 
Lake City; Erwin D. Zeman, Ogden; L. W. Oaks, Provo; R. W. Farnsworth, 
Cedar City; G. J. Harmston, Log E. G. Holmstrom, Salt Lake City; 
U. R. Bryner, Salt Lake City; Val Sundwall, Murray; W. H. Horton, Salt 
Lake City; R. M. Muirhead, Salt Lake City; H. H. Hecht, Salt Lake City; 
Wm. H,. Bennion, Salt Lake City; Wm. Ray Rumel, Salt Lake City; Ralph 
Pendleton, Salt Lake City; F. H. Raley, Salt Lake City; Galen 0. Belden, 
Salt Lake City; Paul Clayton, Salt Lake City; James R. Miller, Salt Lake 
City; Geo. Diumenti, Bountiful; Merr H. Egan, Salt Lake City. 


SPECIAL COMMITTEES 


Civilian Defense Committee: Leslie J. Paul, Chairman, Salt Lake City; 
S. M. Budge, Logan; LeRoy A. Wirt Salt Lake City; L. W. Benson, 
Ogden; Riley G. Clark, Provo; Geo. Spendlove, Salt Lake City. 

Constitution and By-Laws Committee: J. Russell Smith, Chairman, Provo; 
Geo. H. Lowe, Ogden; W. W. Barrett, Helper; R. 0. Johnson, Murray; Gar- 
ner B. Meads, Salt Lake City; Heber Hancock, Ogden; James Cleary, Salt 
Lake City. 

Fee Schedule Committee; Wm. Ray Rumel, Chairman, Salt Lake City. 

Blood Bank Committee: M. M. Wintrobe, Chairman, Salt Lake City. Plus 


the Chairman of the Blood Bank Committee of each Component Society. 





Advisory Committee to Woman’s Auxiliary: K. B. Castleton, Chairman, 
Salt Lake City; Frank K. Bartlett, Ogden; L. W. Oaks, Provo; Homer E. 
Smith, Salt Lake City; J. R. Miller, Salt Lake City; R. 0. Porter, Logan; 
Vincent L. Rees, Salt Lake City; J. E. Dorman, Price. 

Necrology Committee: James K. Palmer, Chairman, Salt Lake City. 

UMWA Advisory Committee: \ L. Rees, Chairman, Salt Lake City; 
D. T. Madsen, Price; L. H. Merrill, Hiawatha; W. W. Barrett, Helper; Ken- 
neth D, Castleton, Salt Lake Cit E. M. Kilpatrick, Salt Lake City; Rulon 
F. Howe, Ogden. 








PROFESSIONAL MEN RECOMMEND 


D. MALCOLM CAREY, Pharmacist 
Phone AComa 3711 


224 Sixteenth Street Denver, Colo. 








Wetter _ —_— at Konsiiiull Prices 


“Orders Delivered to Any City by 
Guaranteed Service” 


Special attention given to floral tributes. 
Also Hospital Flowers 


Call KEystone 5106 
Park Floral Co. Store 


1643 Broadway Colo. 





Denver, 
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Since cutaneous bacterial infections 
“probably account for more disability than 
any other group of skin diseases,”! the 
availability of broad-spectrum Terramycin 
has been particularly helpful in controlling 
these common disorders. This pure, well- 
tolerated antibiotic is markedly effective 
against the wide range of organisms often 
implicated as primary or secondary patho- 
gens in skin disease. Successful clinical 
experience*** in the treatment of impetigo, 
acne, pyodermas, erythema multiforme and 
other cutaneous infections recommends the 
selection of Terramycin as an agent of 
choice in common diseases of the skin. 
Terramycin is supplied in convenient oral 


and intravenous dosage forms. 


1. Bednar, G. A.: South. M. J. 46:298 (March) 1953, 
2. Wright, C. S. et al.: A. M. A. Arch. 
Dermat. & Syph. 67:125 (Feb.) 1953. 
3. Robinson, H. M. et al.: South. M. J. (in press). 
4. Andrews, G. C. et al.: J. A. M. A. 146:1107 (July 21) 1951. 


BRAND OF OXYTETRACYCLINE 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N.Y. 
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THE WYOMING STATE MEDICAL SOCIETY 


NEXT ANNUAL SESSION: SHERIDAN, FIRST WEEK OF JUNE, 1954 














OFFICERS Blue Cross Hospital Committe e: Russ \ ms. Cha 1954, Chey- 
P -—_- re enne; E. W. DeKay, 1955, mie; DeV ) ui Cody; J. W 
President: James W. Sampson, Sheridan. Sampson, 1953, Sheridan. ss 
President-elect: B. J. Sullivan, Laramie. Public Policy and Legislation: G. W. Kof Chairman, 1955, Cheyenne; 
Vice President: Nels A. Vicklund, Thermopolis George H. Phelps, 1954, Cheys ; W 1953, Cheye ; E. W. 
Secretary: Royce D. Tebbett, Casper. DeKay, 1955, Laramie; L. H. Wilmot Lander; R. H. Reeve, 1953, 
. ae Casper. 
Treasurer: Curtis L. Rogers, Sheridan. Poli litis ¢ sine: L. € c 
eee areal on ee oliomyelitis Committee: L. Cohen, ( 1 Cheyenne; Oliver Scott, Cas 
Delegate to A.M.A.: W. Andrew Bunten, 1 54, Chey ag per; Franklin Yoder, Cheyenne: Har rp A 3 Casper 
Alternate-Delegate to A.M.A.: A. T. Sudman, 1954, Green River State Institutions Advisory: R. H. K Chairman, Basin; Franklin 
Executive Secretary: Mr. Arthur R. Abbey, Cheyenne. Yoder, Cheyenne; Joseph F. Whalen, Ev H. Wilmoth, Lander. 
Necrology Committee: Earl Whed 5 Sheridan; Franklin Yoder, 
COMMITTEES Cheyenne 
Rocky Mountain Medical Conference: Earl Whedon, Chairman, 1955, Public Health Department—Liaison Committee: E. C. Ridgway, Chairman, 
Sheridan; George H. Phelps, 1955, Cheyenne; H. L. Harvey, 1954, Casper; Cody; R. P. Fitzgerald, Casper; Herr Aldrich, Sheridan; R. C. Strat- 
L. W. Storey, 1953, Laramie. ton, Green River. 
Syphilis Committee: L. H. Wilmoth, Chairman, Lander; F. H. Haigler, Rural Health Committee: Andrew B ( man, Cheyenne; William na. 
Casper; Benjamin Gitlitz, Thermopolis. Rosene, Wheatland; Samuel H. Wort 4 John B. Krahl, Torrington. 
Cancer Committee: John Gramlich, Chairman, 1955, Cheyenne; Benjamin Chiid Health Committee: Paul Emer Chairman, Cheyenne; Chester 
Gitlitz, 1953, Thermopolis; Dan B. Greer, 1954, Cheyenne (Vets, Adm.); Ridgway, Cody; Nels Vicklund, Thermor 
Karl E. Kreuger, 1955, Rock Springs; Franklin Yoder, 1954, Cheyenne. Council on National Emergency Medical Service—Civil Defense: George H. 
Medical Economics Committee: Ernest A. Kahn, Chairman, Cheyenne; Phelps, Chairman, 1955, R Reeve, 1955, Casper; E. W. 





1954, Laramie; Sheridan; Pauli R. Holtz, 


J. E. Clark, Casper; Carleton D. Anton, Sheridan M. 1 
Lander; Albert T, Sudman, Gr River; DeWitt Dominick, 





Fracture Committee and Industrial Health: Gordon C. Whiston, Chairman, ‘ 
Casper; Philip Teal, Cheyenne; Albert Sudman, Green River 1953, Cody. 

Advisory Committee to Selective Service on Procurement and Assignment of Committee for Professional Review: D Flett, Chairman, 1954, Chey- 
Physicians: Sam S. Zuckerman, Chairman, 1955, Cheyenne; Roscoe H. Reeve, enne; Roscoe H. Reeve, 1955, Casper: J. ( Jones, 1955, Cody; John A. 











1954, Casper; E. W. DeKay, 1953, Laramie. Knebel, 1953, Buffalo. 

Elected Medical Defense Committee: DeWitt Dominick, Chairman, 1953, Judicial and Advisory (Workmen’s Comp nsation): District No. 1, George 
Cody; Paul R. Holtz, 1955, Lander; Karl F. Krueger, 1954, Rock Springs. H. Phelps, Chairman, 1955, Cheyenne; F J. Preston, 1953, Cheyenne; 

Councilors: Karl E. Krueger, 1954, Rock Springs: George H. Phelps, J. D. Shingle, 1953, Cheyenne. District rl Krueger, 1954, Rock 
1954, Cheyenne; Earl Whedon, 1955, Sheridan; Paul R. Holtz, 1955, Springs. District No. 3, John H. Water 1, Evanston. District No. 4, 
Lander; Glenn 0. Beach, 1956, Casper; J. Cedric Jones, 1956, Cody; Curtis Rogers, 1955, Sheridan Distr N 5, G. M. Groshart, 1954, 
Joseph F. Whalen, 1956, Evanston; James W. Sampson, ex-offico as Worland. District No. 6, 0. E. Tork 5 Lusk. District No. 7, 
President, Sheridan; Royce D. Tebbett, ex-offico as Secretary, Casper. F. H. Haigler, 1955, Casper. 

Advisory to Woman’s Auxiliary: Joe Clark, Chairman, Casper; Joseph American Medical Education Foundation Cedric Jor Chairman, 1955, 

















Gautsch, Cody; James Sampson, Sheridan. Cody; B. J. Sullivan, 1954, Laramie; | laigl l Casper. 
Veterans Affairs and Military Service Committee: Dale Ashbaugh, Chair- Gottsche Estate: Franklin Yoder, C T Cheyenne; E. W. Gardner, 
man, Riverton; Willard H. Pennoyer, Cheyenne; Eugene C. Pelton, Laramie; Douglas; Oliver K. Scott, Casper; N A. Vicklund, Thermopoli L. H 
Virgil L. Thorpe, Newcastle; Joseph F. Hellewell, Evanston. Wilmoth, Lander 
OFFICERS Nominating: Msgr. John R, Mulroy, ¢ rman, Catholic Hospitals, Den- 
ver (1953); A. Tergerson, Longmont Hospital and Clinic, Inc., Longmont 


President: H. E. Rice, Porter Sanitarium and Hospital, Denver. (1954) 
President-Elect: Sr. Marie Charles, Glockner-Penrose Hospital, Colorado 4 . 

Springs ‘ ow so Narsing Education: Roy R. Prangley, Chairman, St. Luke’s Hospital 
oF . Denver; Sister M. Hugolina, St. t Hospital, Denver; Marguerite 
Vice President: Elton A. Reese, Alamosa Community Hospital, Alamosa E. Paetznick, Denver General Hospita enver; Rev. Allen Erb, Mennonite 
Treasurer: M. A. Moritz, Denver General Hospital, Denver. Hospital and Sanitarium, La Junta; Mr Henrietta Loughran, University 





























Executive Secretary: R. A. Pontow, Colorado General Hospital, Denver. of Colorado School of Nursing, Denver 

Field Secretary: R. P. MacLeish, Colorado State Department of Public Program: H. E: Rice, Chairman, Port , and Hospital, Denver; 
Health. Charles K. Levine, Beth Israel Hospit enver hn Peterson, Larimer 

Trustees: Msgr. John R. Mulroy (1953), Catholic Charities, Denver County Hospital, Fort Collins. 
Charles K. LeVine (1953), Beth Israel Hospital, Denver; Demoss Talia Public Relations: Charles K. Levin airman, Beth Israel Hospital, 
ferro (1954), Children’s Hospital, Denver; G. A. W. Currie, Ma. D Denver; Ward Darley, M.D., Universit rado Department of Medicine, 
(1954), Colorado General Hospital, Denver; H. H. Hill (1955), Weld Denver; A. Tergerson, Longmont Hospit Clinic, Inc., Longmont 
County Hospital, Greeley; J. H. Walker (1955), Good Samaritan Hospital 
Sterling. SPECIAL COMMIT” 

Delegate to American Hospital Association: Hubert Hughes, General ; P 
Rose Memorial Hospital, Denver. Constitution and Rules: Owen Stu General Hos- 

Alternate: Louis Liswood, National Jewish Hospital, Denver pital, Denver; Harry Clark M Cortez; Sister 

COMMITTEES FOR 1952 ae eee, Ol. Srenee eee, ‘Uilerede Eociag 
— . a Hospital and Professional Relations: R nder Chairman, Presbyterian 

Auditing: Ed Smith, Chairman, Boulder Colorado Sanitarium and Hospital, Hospital, Denver; G. A. W. Currie, M Colorado General Hospital, Den- 
Boulder (1952); John Peterson, Larimer County Hospital, Fort Collins ver; Louis Liswood, National Jew I ul, Denver; C. S. Bluemel, 
(1953); Paul Tadlock, Colorado General Hospital, Denver (1954). M.D., Mount Airy Sanitarium, Denver 

Legisiative: Hubert Hughes, Chairman, General Rose Memorial Hospital, Rates and Charges: DeMoss Taliaferr an, Children’s Hospital, 
Denver; Msgr. John R. Mulroy, Catholic Hospitals, Denver; DeMoss Talia- Denver; Msgr. John R. Mulroy, Catt " Denver; Roy Prangley, 
ferro, Children’s Hospital, Denver; Roy Anderson, Presbyterian Hospital, St. Luke’s Hospital, Denver; Elton A. R Alamosa Community Hospital, 
Denver; F. H. Zimmerman, M.D., Colorado State Hospital, Pueblo. Alamosa; Roy Anderson, Presbyteriar ta Denver; Richard Connor, 

Membership: Louis Liswood, Chairman, National Jewish Hospital, Denver; Mercy Hospital. Denver. 
A. Tergerson, Longmont Hospital ani Clinic, Inc., Longmont; Sister M. Resolutions: Sister Mary Raymond, } Hospital, Denver; James A 
Ascella, St. Joseph's Hospital, Denver Harrison, Community Hospital, Boulder 





ARTIFICAL EYES 


Serving the doctor and his patient with the finest in natural appearing 
artificial eyes since 1906. Plastic eyes made to order. Largest selection 
of glass and plastic eyes in America. Specialists in building eyes for 
all types of implants. Write or phone for full details 


DENVER OPTIC CO., 330 University Bldg., 910 16th St., Denver 2. Ph. MA. 5638 
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E. R. SQUIBB & SONS 745 Firru AVENUE, NEW YORK 22, NEW YORK 


Dear Doctor: 





Bh 


Tolserol Tabs. 0.5 gram 
Disp. #100 


hb Sig?/One)tablet 3 to 5 
mes a day. Take after 


“te meals or with 1/3 glass 
of milk. 


This prescription is typical of many written for Tolserol 
Tablets*, as seen in a recent prescription survey. 















Although some patients will respond to such low dosage, 
much better results can be obtained by following the 
recommended dosage: 1 to 3 grams, 3 to 5 times per day. 





In accordance with this recommendation, the first dosage 
schedule for a patient could be: 





Li 


Tolserol Tabs. 0.5 gram 
Disp. #100 


bitte sie Guo haviets 3 to & 


times a day. Take after 
meals or with 1/3 glass 
of milk. 











Complete information on the use of Tolserol in muscle spasm 
of rheumatic disorders, neurologic disorders, and acute 
alcoholism is available from your Squibb Professional 

| Service Representative. 








Sincerely yours, 


KK Ake 


#TOLSEROL’ IS A REGISTERED TRADEMARK L. H. Ashe > Manager 
* Squibb 'Mephenesin' Professional Service Dept. 


for AuGust, 1953 














Announcing a scientifically 
In cigarette smoking... 


KE N [ with the exclusive 


“MICRONITE” FILTER 


OcTORS have long been aware of the need for a 

really effective filter-tipped cigarette. P. Lorillard 
Company has been conscious of this problem, and 
after years of study, experiment and research believes 
it has developed a cigarette that meets the need. 


It is the new KENT cigarette with the ‘‘ Micronite’’* 
Filter. Recent tests have shown that the Micronite 
Filter approaches 7 times the efficiency of other filters in 
the removal of tars and nicotine and is virtually twice 
as effective as the next most efficient cigarette. 


All members of the medical profession will be inter- 
ested in the facts about this new cigarette. To avoid 
possible confusion or misunderstanding by the general 
public, the details of the KENT studies given on these 
pages are for physicians only and will not appear in 
KENT advertising or promotion to the general public. 


Micronite as a cigarette filter... 


The new filter material—called Micronite—stems di- 
rectly from the improved protective filters developed 
to meet critical air-purification problems in atomic 
energy plants. 


When investigations showed that this filter medium 
was capable of removing all of the minute particles 
from a stream of cigarette smoke, the filter was modi- 
fied for use in KENT cigarettes. This was done in such a 
way as to permit the passage of pleasant aromatic smoke 
constituents, but with a removal of the more objectionable 
fractions of tobacco smoke to an extent never before ac- 
complished. 


Efficacy of the Micronite Filter 


The normal human subjects used in testing the Micro- 
nite Filter were divided into two categories—suscepti- 
ble and non-susceptible—on the basis of their subjective 
reactions to cigarette smoking. Approximately two- 
thirds of the subjects in this investigation were non- 





susceptible while the remaining third were definitely 
susceptible. Other investigations have reported a some- 
what similar ratio. (a) 


To study the effects of this filter on physiological 
reactions to cigarette smoke, in both susceptible and 
non-susceplible persons, two different tests were em- 
ployed, both being measurements of peripheral blood 
flow. 


The first test involves the drop in skin temperature 
occurring at the finger tip, induced by smoking and 
measured according to well-established procedures. (b,c) 

The second test is a measurement of vasoconstriction 


in the hand, as recorded plethysmographically. (d) 


The results of these measurements—determined for 
Lorillard by an independent research organization— 
are shown on the four charts reproduced here. Con- 
currently, other outside independent laboratories are 
carrying on further research on the chemical and phys- 
iological effects of cigarette smoking with new and orig- 
inal testing methods. 


From these charts, the following general conclusions 
may be drawn: 


When cigarette smoke is drawn through a Micronite 
Filter, it is no longer capable of producing character- 
istic changes in peripheral blood flow in either sus- 
ceptible or non-susceptible persons. 


The Micronite Filter is vastly superior to any other 
available filter now in use for removing tars and 
nicotine in cigarette smoke. 


Flere are additional observations from work now in 
progress: 

1. When smoke which has passed through a Micro- 
nite Filter contacts the conjunctival sac of the rabbit, 
far less irritation occurs than when the sac is exposed 
to the smoke from regular cigarettes or the smoke from 
popular filter-tipped brands. 


2. Current studies also indicate that Micronite-fil- 
tered smoke is less irritating to mucous membranes 
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CHART ], Comparison of KENT with leading non-filter brands. Effects on 
Peripheral Vascular System. Drop in surface skin temperature 
at the last phalanx induced by smoking one cigarette. 


CHART 2, Comparison of KENT with Brand “A” conventional filter tip. 
Effects on Peripheral Vascular System. Drop in surface skin 
temperature at last phalanx induced by smoking one cigarette. ° 
Average for 15 susceptible subjects. 





CONVENTIONAL 








CHART 3. Comparison of KENT with Brand “B” conventional filter tip. -2 
Effects on Peripheral Vascular System. Drop in surface skin 
temperature at the last phalanx induced by smoking one cig- 
arette. Average for 15 susceptible subjects. -4 
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CHART 4, Comparison of KENT with Brand “A” and “B” conventional 
filter tip. Peripheral vasoconstriction induced by smoking one } 
cigarette. Peripheral blood flow as measured by continuous 
plethysmography on the hand. Average for 4 susceptible and 8 
non-susceptible subjects. -8 
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Time in minutes after ignition of cigarettes 


than unfiltered smoke. 

4 When the scientific evidence of the effectiveness of 
the Micronite Filter is compared with the effectiveness 
: of other filters, 7 shows that— 


The problem of smoker susceptibility to tobacco irri- 
tants may be largely overcome by KENTs. And for 
those people whose smoking should be restricted for 
therapeutic reasons, KENTs should be considered 
as the cigarette of choice. . 
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When you suspect antibiotic 





ALWAYS “Wx CONSIDER 
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»-»»A SELECTIVE ANTIBIOTIC 














OR: -CTIVE 

against staphylococci, streptococci and pneumococci 
—especially indicated when patients are allergic to 
penicillin and other antibiotics or when the organ- 
ism is resistant. 


7" 


against staphylococci—because of the high incidence 
of staphylococcal resistance to other antibiotics. 


because it does not materially alter normal intes- 
tinal flora; gastrointestinal disturbances rare; no 
serious side effects reported. 


because the special acid-resistant coating developed 
by Abbott—and Abbott’s built-in disintegrator— 
assure rapid dispersal and absorption in the upper 
intestinal tract. 


in pharyngitis, tonsillitis, scarlet fever, pneumonia, 


erysipelas, osteomyelitis, pyoderma 
and other indicated conditions. Abbett 


Trade Mark 
Erythromycin, Abbott, Crystalline 






















The Secret of Sloop 


in a Capsule 


A dose of “Seconal Sodium’ at bedtime gently 
breaks the chain of wakeful nights and permits 
the patient to begin again to enjoy natural, 
normal sleep. The onset of action is prompt; 
the duration is short. The next morning the 
patient is refreshed, ready to begin the day 


with renewed vigor and strength. 


Available in 1/2, 3/4, and 1 1/2-grain pulvules. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A 








m the new -sty le par abolic -end € apsules 





good night, good sleep, good rest with 
‘PULVULES 


‘ 


Seconal Sodium 


(SECOBARBITAL SODIUM, LILLY) 
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Colorado 
Montana 
New Mexico 
Utah 
Wyoming 


AY our way! At least, it is good to know 

that our editorials are seen, read, and 
criticized. If it were not for an occasional 
mistake, treading on someone’s toes, or 
sounding off on a controversal subject there 
would be considerable doubt whether these 
columns are worth the writing or the space 
they occupy. So thank you, colleagues, for 
a generous response to “Let’s Pay Our Way.” 
Apparently some of you thought we are 
willing to lay aside professional courtesy 
and see it pass into history along with the 5- 
cent hamburger, 35-cent hourly wage, poor 
working man and the Dodo. Maybe it 
sounded as though we shall forget that it is 
an honor and a pleasure to serve a colleague 
and his family, or that we think fellow 
physicians should receive bills for our serv- 
ices rendered. 


If so, let’s clear the air and admit that 
the editorial failed to convey the chief point 
in the mind of its author and, we believe, 
in the thoughts of those who have promul- 
gaied similar messages in other publica- 
tions. The medical profession is now on 
record as endorsing voluntary prepaid hos- 
pital, medical, and surgical insurance as the 
best answer to the threat of socialized medi- 
cine. Spectacular growth and success of 
these plans, plus a change in administra- 
tion, have stalled the advent of the catas- 
trophic wedge which would spearhead the 
way for more government, less individual, 
and no freedom. If physicians were not 
among the best buyers of this insurance— 
thereby demonstrating their own’ confi- 
dence in it—how could we conscientiously 
recommend it to our patients? Hospitals 
have gladly accepted payments from the 
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All Right, Perhaps We'd Better Not— 


companies for services to doctors and their 
families. And physicians have accepted 
whatever the policies call for, in token, for 
care rendered unhesitatingly to their col- 
leagues. Never have we heard of members 
of our profession sending bills to their col- 
leagues—and let us hope we never do. But 
what it wrong with paying the fellow physi- 
cian the courtesy of this form of monetary 
thanks in lieu of pen and pencil sets and 
bottles of whiskey? Especially when, at 
the same time, confidence in our own 
answer to the American Way is demon- 
strated and essential business and profes- 
sional organizations are supported! 


Hospitals are proud that their staff mem- 
bers contribute generously to building and 
expansion programs. How otherwise could 
they ask the public for subscrip‘ions? Like- 
wise, the better insurance carriers are 
pleased that we buy their contracts. In 
patronizing them or in accepting their pay- 
men‘s for work we have done, neither the 
Hippocratic oath nor the Golden Rule is 
offended. Professional courtesy is bolstered, 
not outmoded; fraternalism is encouraged, 
not forgotten. And no one is thought of as 
a “beggar” or “free loader” unless thus self- 
dubbed by his own conscience. We are 
merely keeping step with progress of the 
‘imes in which we live. 


A facetious statement has been made that 
the fellow who still keeps his tonsils and his 
appendix must be a doctor. But let it not 
be said that he hesitates to take his own 
medicine when he needs it. In deadly seri- 
ousness, we had better support the institu- 
tions who are supporting us while they, 
and we, continue to supply the American 
people with the best medical care on earth. 
Professional courtesy, in whatever form it 
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is demonstrated, will survive. It is one of 
the foundation stones upon which the medi- 
cal profession has been built and through 
which it has grown to serve humanity so 
well. 

e«-e« 


Denver Breaks Ground 
For New Library 


EARTIEST congratulations and felicita- 

tions are due the Denver Medical So- 
ciety, which reached a great milestone July 
13 when ground was broken and construc- 
tion begun on its own building to house its 
library and Coun‘y Medical Society offices. 
The new building, at East Nineteenth Av- 
enue and Franklin Street, is expected to be 
ready for occupancy next spring. 


The Denver Medical Society has long 
been justly proud of its library, by far the 
largest medical library in the Rocky Moun- 
tain region and perhaps the finest west 
of Chicago. For many years it has been 
housed in an annex to Denver’s downtown 
Metropolitan Building, one of the two larg- 
est professional buildings in that city. This 
was satisfactory until recent years, when 
the library began almost to make the build- 
ing walls bulge. Recently Denver medical 
leaders also were increasingly concerned 
about possible fire hazards in an older 
building. The now almost incalculable value 
of the library in both modern and historical 
material, much of it unique and irreplace- 
able, made it imperative that plans be laid 
to secure a completely fireproof and modern 
structure. Other activities of the 800-mem- 
ber metropolitan society have likewise 
grown, bringing the need for more office 
space—and with it all has been the natural 
desire of the Society for a “home of its 
own.” 


Now begins the fulfillment of the dream 
of many doctors who have worked hard and 
who have contributed their own funds to 
make the dream come true. Many still liv- 
ing and many who have passed on have 
helped. The financing arranged, construc- 
tion has begun. It is a project in the true 
spirit of all medical societies’ purposes: “to 
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advance the science and art of medicine and 
the betterment of the public health,” and it 
is being done without one cent of taxpayers’ 





money. Congratulations, Denver! 
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Distribution of Physicians 
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Correspondence 





To the Editor: 

I just finished 
letter in the Correspon 
Journal. 


read 


I found myself saying 
paragraph. 

I was grieved when 
Way” and determined 
should be no change 
practice. 
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EDMUNDS, M.D., 
Cedar City, Utah. 
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Articles 


CHANGING ATTITUDES TOWARD OPERATIVE OBSTETRICS 


WILLIAM C. KEETTEL, M.D. 
IOWA CITY, IOWA 


Physicians seldom employ new proce- 
dures, technics, or medications on their pa- 
tients unless these have been thoroughly 
investigated by competent observers. Thus, 
major changes in medicine develop ‘slowly 
and become generally accepted months or 
even years after their discovery. In the 
field of obstetrics during the last ten years 
a major change in obstetric philosophy has 
developed. 

Prior to 1944 when the physician was 
confronted with an obstetric complication 
late in labor, the accepted policy was to 
deliver the patient vaginally even if this 
involved considerable maternal trauma and 
fetal risk. In the case of a fetal death, the 
obstetrician felt that the mother would 
have an opportunity for a living child in a 
subsequent pregnancy. This was a sound 
philosophy, since the maternal risk in a 
potentially or grossly infected patient was 
exceedingly high following any type of 
cesarean section. A traumatic vaginal de- 
livery was less dangerous than a cesarean 
section performed under the same circum- 
stances. 

Within the last decade there has been a 
dramatic reduction in maternal mortality. 
Deaths from infections have been markedly 
decreased, so that now infectious deaths are 
in third place. The responsible factors for 
this reduction can be listed as follows: (1) 
Recognition and universal acceptance of 
the value of prenatal care. (2) Better tech- 
nics in obstetric anesthesia and increased 
use of local anesthesia. (3) Increased use 
and availability of whole blood, and recog- 
nition of the value of proper blood replace- 
ment, along with establishment of blood 
banks, has prevented many hemorrhage fa- 
talities. (4) Increased number of hospital 
deliveries and improvement in hospital and 





*Presented before the Utah State Medical Associa- 
tion, September 4-6, 1952. From the Department of 
Obstetrics and Gynecology, State University of Iowa. 
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nursery facilities. (5) However, the most 
important factor has been introduction and 
widespread use of chemotherapeutic and 
antibiotic drugs. These medications have 
practically eliminated infectious complica- 
tions. Thus, with these advances, danger of 
serious infection following cesarean section 
even in grossly or potentially infected pa- 
tients has been eleminated and the physi- 
cian now must direct his efforts toward ob- 
taining a living child. In this respect, a new 
era in obstetric philosophy has developed. 

If it is advisable to eliminate traumatic 
deliveries, then what vaginal operations are 
justified? Limited space forbids extensive 
discussion concerning assumed advantages 
of outlet forceps. The patient is best han- 
dled by spontaneous vaginal delivery, re- 
serving outlet forceps for definite indica- 
tions. It is true that in the hands of an 
experienced operator there is little hazard 
in this procedure, but can the average obste- 
trician improve upon a carefully conducted 
spontaneous delivery? 

Before discussing other types of forceps 
operations, it will be wise to define them. 
An outlet forceps means that the bony cal- 
varium is on the pelvic floor, sagittal suture 
is in the anterior-posterior diameter of the 
pelvis, and scalp is visible at the outlet. 
A mid forceps delivery is designated as a 
procedure performed usually on an unro- 
tated head with the bony calvarium at or 
slightly below the ischial spines. This can 
be a most traumatic procedure or it may 
be relatively easy. Since the fetal mortality 
is much higher, there are many obstetric 
authorities who feel that this procedure 
should be eliminated. Others feel that only 
the difficult mid forceps should be avoided 
since they give rise to higher fetal compli- 
cations and mortality. 

In our clinic an attempt has been made 
to eliminate the difficult mid forceps opera- 
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tions. This has been done in a number of 
ways: (1) X-ray pelvimetry is obtained 
whenever the bisischial diameter is 8 cm. 
or less, or the spines are prominent, or 
if the patient gives a history of a previous 
difficult delivery or unexplained death of 
the baby. (2) The residents and house offi- 
cers are instructed that, if a particular mid 
forceps operation seems difficult, they 
should immediately check cervical dilation, 
position of the fetus, and forceps application. 
If conditions are satisfactory and the pro- 
cedure seems too difficult, it is wise to 
desist and resort to a cesarean section under 
antibiotic protection rather than deliver the 
child vaginally by “brute force.” It would 
seem wise then to think in terms of a trial 
forceps. After failure of forceps the extra- 
peritoneal cesarean section is used and a 
number of sections of this type have been 
done without fetal loss or serious maternal 
complications. The high forceps operation, 
which means the bony calvarium is above 
the ischial spines, has been completely elim- 
inated from present-day obstetrics because 
of high fetal mortality and large number 
of maternal complications. 

Craniotomy and embryotomy are em- 
ployed less frequently and are never indi- 
cated on a living baby. Certainly, if one 
exercises proper care in use of trial forceps, 
it should seldom be necessary to perform 
a destructive procedure upon a baby that 
has died during an attempted delivery. The 
only indication for a destructive procedure 
is delivery of a fetus that has died prior to 
labor and cannot easily be delivered vag- 
inally, and in certain congenital defects. 

The majority of patients with breech 
presentation should be delivered vaginally 
for, if they are carefully evaluated and are 
given a properly conducted labor, fetal 
mortality can be kept below that of cesarean 
section. Certain precautions must always be 
observed in management of these cases. All 
primiparous patients should have x-ray 
pelvimetry and should be delivered by ce- 
sarean section when pelvic measurements 
are small. If the breech remains high after 
complete cervical dilation, one is confronted 
with decomposition of the breech waiting 
for descent or abdominal delivery, and the 
latter is preferable. If labor has been pro- 
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longed or the child is large, cesarean section 
gives the best fetal salvage. Duhrssen’s or 
cervical incisions are seldom used in most 
clinics; occasionally in delivery of the pre- 
mature breech, one may encounter diffi- 
culty with the aftercoming head, and the 
cervix should be incised. As will be pointed 


out later, it is no longer wise to incise the 
cervix in patients with uterine inertia to 
effect delivery. 

Prior to 1946, we did few manual re- 
movals of the placenta; it was felt this was 
a traumatic procedure associated with a 
high morbidity and mortality. However, 
these objections are no longer valid, and 
the procedure is now safe and generally 
accepted. If the patient bleeds during the 


third stage, and placenta cannot be easily 
expressed even thou 
excessive, placenta 


blood loss is not 
removed manually. 


In every case of hemorrhage after placental 
expression due to uterine atony, the hand 
should be inserted into the uterus to stimu- 
late contractions, to be certain that retained 
cotyledons are not present, and to determine 
presence of any uterine lacerations or tears. 
If placenta has not separated within twenty 


minutes, even though 
bleeding, placenta 


the patient is not 
removed manually. 


With increased use of manual removal of 
the placenta, we have effectively reduced 
the number of serious postpartum hemor- 
rhages. 

At the present time internal version and 
extraction is seldom indicated in present- 


this was a com- 
particularly with 


day obstetrics. Formerly, 
mon means of delivery, 


certain delivery complications, such as 
failed forceps, obstructed labor and pro- 
lapse of cord. However, resultant fetal 
mortality has been appalling in our own 
personal experience, 58 per cent in single 
pregnancies. At the present time there are 


two indications for version and extraction, 
one is prolapse of the cord where cervix 
is completely dilated but head is too high 
for safe forceps delivery and child is living, 
and the second is a transverse presentation 
of a second twin. 

Within recent years there has been in- 


creased conservatism in use of therapeutic 
abortion and we, too, are doing fewer of 
these procedures. The principal indications 
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are extremely severe bilateral pulmonary 
tuberculosis in early pregnancy, cardiac 
decompensation in early pregnancy, severe 
hypertensive vascular disease, nervous and 
mental diseases, and certain patients with 
rubella seen in the first three months of 
pregnancy. 

If the physician is now justified in being 
more liberal with use of cesarean section, 
what has this done to the section incidence? 
Table 1 shows the cesarean section incidence 
at the University Hospitals between 1940 
and 1951. One will note that, through 1942, 
the section incidence was slightly more than 
1 per cent. In the last few years the inci- 
dence has gradually risen so that now it 
is above 5 per cent, which seems justifiable. 
An incidence of 11 to 13 per cent, which 
has been reported by certain hospitals, cer- 
tainly is too high. In an individual private 
practice, an incidence of 3 per cent may 
be considered reasonable. Among obstetri- 
cians there is considerable discussion con- 
cerning the type of cesarean section, and 
there seems to be increasing evidence indi- 
cating that low cervical cesarean section 
is the procedure of choice. The classical ce- 
sarean section should only be performed on 
patients where speed is essential and in 
certain cases with a transverse presentation. 
One of the chief dangers from classical ce- 
sarean section is uterine rupture in a sub- 
sequent pregnancy. Cesarean hysterectomy 
is useful in patients with a large myoma, 
in those with uncontrollable bleeding due 
to abruptio placentae and occasionally in 
those patients with severe infections. In 
the University Hospitals the extraperitoneal 
cesarean section is often done in potentially 
infected cases and it is considered a safe 
procedure. However, there is increasing 
evidence indicating that low cervical ce- 
sarean section can safely be employed in 
grossly infected patients under proper anti- 
biotic protection. 

What are the present-day indications for 
cesarean section and where have they been 
broadened? Repeat section is now the most 
common indication. There are some teach- 
ing institutions that do not subscribe to 
the dictum “once a cesarean always a ce- 
sarean.” They feel that, if the patient had 
a low cervical section, an afebrile puerper- 
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ium, there are no recurring indications, and 
facilities are available for careful observa- 
tion in labor, then vaginal delivery will not 
increase the maternal or fetal mortality. 
This is a most worthwhile experiment, but 
more experience must be accumulated be- 
fore this policy is widely accepted. At the 
present time, it would seem advisable for 
the average obstetrician to do a repeat ce- 
sarean section. A contracted pelvis is rarely 
an indication for a primary section unless 
the conjugate vera is 8 cm. or less or if 
the bisischial diameter of the outlet is 7 
cm. or less. Most patients have only a bor- 
derline contraction of the pelvis, and the 
majority of these should be allowed to go 
into labor spontaneously and are given a 
careful trial labor. A trial of labor should 
be long enough to give an adequate test, 
and seldom will six to twelve hours of 
observation give adequate information. 





TABLE 1 
Cesarean Sections From 1940 to 1951 at Univer- 
sity of Iowa Hospitals, Iowa City, Iowa 





Number of Vorious Types of 





Total Total % of Cesarean Section 
Deliv- Sec- Sec- C'ass- Cerv- Hyster- Peri- 
Year eries tions tions ical ical ectomy toneal 
1940... 1,913 23 1.2 18 3 2 0 
1941... 1,678 21 1.3 12 5 3 1 
1942.... 1,287 19 1.5 7 5 + 3 
1943..... 870 25 2.8 10 8 2 5 
1944... 588 19 3.2 3 12 1 3 
1945... 592 20 3.4 0 7 1 12 
1946... 874 25 2.8 1 7 0 17 
1947... 991 40 4.0 5 20 1 14 
1948... 1,078 29 2.7 > 3 0 7 
1949.... 1,158 43 3.7 6 25 . 
1950.... 1,187 65 5.5 6 40 5 14 
2 38 5 15 


1951.... 


1,179 


60 5.1 





Treatment of placenta previa has become 
standardized and more patients with this 
complication are being delivered by the ab- 
dominal route. Patients who are selected 
for abdominal delivery are those with cen- 
tral previa and those with profuse bleeding 
or with a long closed cervix. Patients with 
mild or marginal placenta previa, 60 per 
cent in our material, are treated by ruptur- 
ing the membranes and by vaginal delivery. 
There seems to be an increasing tendency 
to deliver certain pre-eclamptic patients by 
abdominal section. However, in our clinic 





this is only done for fulminating toxemia 
when the cervix is long, thick and uneffaced. 
The immature child of a toxemic patient 
is better delivered vaginally rather than by 
cesarean section. 

Patients with severe premature separa- 
tion of the placenta, particularly of con- 
cealed type with a long, thick cervix, or 
when membranes have been ruptured and 
labor is not progressing, are best treated 
by abdominal approach. However, most pa- 
tients with premature separation of pla- 
centa can be delivered vaginally without 
increased fetal risk by simple rupture of 
membranes. 

Certain patients with uterine inertia 
should be treated by extraperitoneal or 
low cervical cesarean section, and this is 
one indication that has increased our sec- 
tion incidence. Adequate supportive therapy 
consisting of antibiotic protection, rest and 
parenteral fluids, are given. If there is no 
contraindication, the memberanes should be 
ruptured as soon as the cervix is 4 cm. 
dilated. It has been noted that this is the 
most important single factor in promoting 
good uterine stimulation. If, after thirty to 
forty hours of labor, the cervix is not com- 
pletely dilated, or if labor has not been 
progressing normally, the patient is best 
delivered by extraperitoneal or low cervical 
section. The elderly primigravida is allowed 
a trial of labor, but if progress is not satis- 
factory, abdominal delivery is seriously con- 
sidered. 

A new indication for cesarean section is 
now appearing and that is in management 
of certain patients with prolapse of cord. 
If the cervix is not completely dilated when 
the cord prolapses, patient is placed in 
trendelenburg position and given oxygen. 
If fetal heart rate is present and: regular, 
the patient is taken to operating room, pre- 
pared, draped, and delivered by abdominal 
approach. One must be reasonably certain 
of obtaining a living baby before assuming 
risks of abdominal delivery. If the fetal 
heart is not heard or is very slow, it is wise 
to wait for spontaneous vaginal delivery. 
Another more recent indication for cesa- 
rean section is in management of transverse 
presentation. If attempts in labor to correct 
the position by external version are not 
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successful, and the child is of viable size, 
section is preferable to internal version and 
extraction. In certain instances of face pres- 
entation, particularly where the chin is 
posterior and the presenting part is high, 
and where labor is not progressing favor- 
ably, abdominal delivery will improve fetal 


salvage. 
There are certain special considerations 
that must be carried out in order to assure 


safety of cesarean section. Elective repeat 
section should be done only when the oper- 
ator feels by palpation that the child is 
mature, since a premature fetus delivered 
by cesarean section does poorly. It is diffi- 
cult to justify a fetal death when an elective 
section was done two weeks before the cal- 
culated date of confinement, and a baby is 
delivered that weighs 2,300 grams and dies 
a few days later from anoxia or respiratory 
complications. A flat plate of abdomen prior 
to section is advisable to eliminate gross 
congenital bony defects. The physician must 
be careful not to recommend sterilization 
except for medical reasons until after at 
least the third section. Cesarean section 
should never be preferred to vaginal deliv- 
ery for the sole purpose of tubal steriliza- 
tion. 

It is unwise to use preoperative sedation 
prior to cesarean section due to depressive 
effect upon fetal respiration. Anesthesia 
should be carefully selected and if trained 


anesthetists are available a spinal anesthe- 
sia is safest for the baby. Local anesthesia 
can be used in place of spinal and usually 
gives good results. If inhalation anesthesia 


is selected the baby should be delivered 
within ten to fifteen minutes, otherwise se- 
rious respiratory depression may result. 
Before the uterus has been opened, proper 
packing will avoid contamination of the 
abdominal cavity with blood and amniotic 
fluid. Blood loss in cesarean sections is high, 
and blood should always be available in 
operating room for immediate transfusion. 
Most patients having a cesarean section will 
benefit from a blood transfusion even 
though blood loss is not excessive. Every 
means should be exercised to prevent ex- 
cessive blood loss by use of oxytocic drugs 
and by compression of the uterine incision 
by ring forceps. Other surgical procedures 
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during cesarean section should be avoided. 
The uterine incision should be carefully 
sutured using fine catgut, being careful to 
obtain excellent approximation and proper 
hemostasis without traumatizing tissue. If 
a physician exercises good operative technic, 
rigidly observes indications and contra-indi- 
cations for cesarean section, and seeks com- 
petent obstetric consultation, he can keep 
cesarean section mortality well below 1 per 
cent. The fetal mortality even in elective 
section is higher than with spontaneous vag- 
inal delivery. Thus, abdominal delivery 





must only be selected when risks of vaginal 
delivery seem greater. 


Conclusions 


A new era in obstetric philosophy has 
emerged, and reasons for this change have 
been enumerated. Present-day concepts con- 
cerning operative obstetrics have been re- 
viewed. Traumatic vaginal deliveries are 
no longer justified and an increased number 
of carefully planned cesarean sections are 
a commendable advance in present-day ob- 
stetrics. 





ACUTE INTESTINAL OBSTRUCTION* 


KENNETH C. SAWYER, M.D. 
DENVER 


Remarkable progress has been made in 
management of intestinal obstruction in the 
past twenty years. Appreciation of the value 
of the scout roentgenogram of the abdomen, 
more selective diagnosis, a much more 
accurate understanding of fluid and electro- 
lyte balance, and. the various decompres- 
sion methods now in use have all been im- 
portant advances in decreasing mortality 
and morbidity in this serious surgical emer- 
gency. 

Observations made in treating 169 cases 
of acute intestinal obstruction in my pri- 
vate practice are presented for the purpose 
of reviewing etiological factors of acute 
intestinal obstruction, re-emphasizing the 
importance of early, accurate diagnosis and 
evaluating procedures that are available in 
the operative treatment of intestinal ob- 
struction. 


Table 1 is a summary of the underlying 
causes of acute obstruction in the cases 
studied. Each group presented a different 
problem from the standpoint of diagnosis 
and treatment. 


Bands and Adhesions 


It will be observed that bands and ad- 
hesions were the most common cause of 
obstruction in this series of cases. Obstruc- 
tion caused by bands and adhesions has 
been classified into three groups, (1) early 





*Read at the 49th annual meeting of the Wyoming 
State Medical Society at Lander, Wyoming, June 5, 
1952. 
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postoperative, (2) late postoperative, and 
(3) unoperated cases. 

















TABLE 1 
Percent- 

Etiology— Cases age 
Bands and adhesions...................... 48 28.4 
Pe itor te cn la aaa 30 17.8 
pe ee 192 
Inflammatory lesions.................... 20 11.8 
Bi RRC 0 5 19 11.2 
Congenital lesions.......................... 12 7.1 
ERUUSSURCH IONE <<... ---.n eens services 6 3.6 
i | kee Sa een nee 5 2.9 
a ose Seenvscesnne 169 100.0 





The incidence of early postoperative ob- 
struction is much higher than the surgical 
statistics indicate because the obstructing 
band or adhesion is usually fresh and friable 
so that strangulation of the bowel is rare 
early after an operation. It is in this type 
of case that one is justified in using watch- 
ful, conservative therapy which relieves the 
condition in the majority of cases. 

Fig. 1 is a roentgenogram demonstrating 
the intestinal pattern observed in a patient 
obstructed five days after an abdominal 
hysterectomy. Fig. 2 shows a completely 
decompressed small intestine twenty-four 
hours after a Miller-Abbott tube was in- 
serted. 

The fact that only six cases in this group 
of forty-eight required surgery in the early 
postoperative period proves that patience 
and close observation will often prevent a 
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Roentgenogram demonstrating the 
pattern observed in a patient obstructed five days 
after an abdominal hysierectomy. 





Fig. 


pression with Miller-Abbott tube. 





secondary operation at a very critical time. 
Obstruction from bands and adhesions oc- 
curring in the late postoperative period 
often presents a more difficult problem. 
The obstructing mechanism is fixed and 
fibrous. Strangulation or volvulus forma- 
tion is not uncommon. Most cases require 
operative correction and usually at the time 
of the initial acute obstruction. The roent- 
genogram, Fig. 3, was taken twelve hours 
after onset of symptoms ina patient with ob- 
struction occurring three months after re- 
moval of a ruptured appendix. It is obvi- 
ous from the appearance of this roentgeno- 
gram that operation is unavoidable. 





Fig. 3. Roentgenogram s ng obstruction occur- 
ring in late p¢ erative period 

Intestinal obstruction from bands and 
adhesions in individuals not having a pre- 
vious operation is rare. Fig. 4 is the scout 
film of a congenital band occluding the lu- 
men of an infant’s duodenum. This was 
relieved by a simple procedure. 


Hernia 
In the experience of many observers, 
strangulated external hernia is the most 
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frequent cause of acute intestinal obstruc- 
tion. McIver’, in reviewing 335 cases of 
intestinal obstruction observed at the Mas- 
sachusetts General Hospital, reported that 
44 per cent of these were caused by ex- 
ternal hernia. Stalker? found that 53 per 
cent of the acute intestinal obstructions seen 
at the Mayo Clinic over a five-year period 





Fig. 4. Shows effects of congenital band occluding 
the lumen of an infant’s duodenum. 


were caused by some type of strangulated 
external hernia. The most common hernias 
are in the inguinal region which is the most 
frequent site of obstruction due to strangu- 
lation. If children are excepted, however, 
obstruction in femoral and umbilical her- 
nias is relatively more frequent. The diag- 
nosis in strangulated external hernia is not 
difficult to make if one remembers to ex- 
amine the potential hernial orifices and 
questions the patient about previous exist- 
ence of a hernia. This early diagnosis is 
important because resection is seldom nec- 
essary unless there has been too much delay 
or the incarcerated mass has been subjected 
to taxis. 
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Neoplasms 


Neoplasms were the third most common 
etiological factor encountered in this review. 
Brindley* states that if a patient past the 
age of 60 years has an acute intestinal ob- 
struction that in eighty cases out of one 
hundred the obstruction will be the result 
of carcinoma of the colon. Our experience 
parallels this with 17.2 per cent of 169 
intestinal obstructions secondary to neo- 
plasms and of these twenty-nine cases there 
were twenty lesions in the colon and all 
were carcinoma. In obstructions involving 
this portion of the intestinal tract, one must 
remember that the colon often cannot be 
decompressed by regurgitation of its con- 
tents through the ileocecal valve. Suction 
tubes are ineffective and often misleading. 
The obstructed colon acts like a closed loop 
which becomes more distended as its con- 
tents undergo fermentative and putrefac- 
tive changes and the stretched bowel wall 
loses its ability to absorb these contents. 
Perforation of the colon is not uncommon, 
and, unless the bowel can be at least par- 
tially emptied from below, a surgical de- 
compression should be undertaken without 
delay. Tenderness over the cecum is a 
danger signal. 

Carcinoma was also the most frequent 
neoplasm to produce obstruction in the 
small intestine. Many of these patients have 
a constant symptom pattern. In doubtful 
cases, roentgen studies of the small intes- 
tine may be helpful. 

The roentgenogram shown in Fig. 5 illus- 
trates two points: (1) that an obstruction 
does exist and (2) the rapidity with which 
barium can change a partial intestinal ob- 
struction into a complete one and an elec- 
tive procedure into a surgical emergency. 
One should be cautious about giving barium 
orally without a careful history and ade- 
quate plain radiographic studies of the 
patient. 

Other examples of malignant small bowel 
lesions which obstructed the intestine were 
carcinoma of the jejunum, carcinoma of the 
ileum, reticulum cell sarcoma, and lympho- 
sarcoma. Of the benign tumors encountered 
in this series, one was a leiomyoma, which 
is statistically the most common small bowel 
lesion and bleeds more frequently than it 
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obstructs. Many are asymptomatic. The 
other benign tumor was a lipoma of the 
small intestine and is a comparatively rare 
clinical condition. “Intussusception is the 
event that generally leads to diagnosis of 
lipoma.” 





Fig. 5. Shows rapidity with which barium can 
change a partial intestinal obstruction into a 
complete one. 


Inflammatory Lesions 


Intra-abdominal abscesses, regional ileitis, 
diverticulitis, and tuberculosis were the in- 
flammatory lesions responsible for obstruc- 
tion in twenty patients. 


Volvulus 


Volvulus of the small intestine occurs 
frequently and usually owes its origin to 
defective fixation of the mesentery. In order 
for a volvulus to occur, there must be one 
or two fixed points around which the bowel 
rotates. These points are usually congenital 
or acquired anomalies, although occasion- 
ally, if the mesentery is sufficiently mobile, 
the intestine rotates around one of the 
normal mesenteric ligaments or large ves- 
sels of the gastrointestinal tract. Early diag- 
nosis is imperative in these cases for the 
viability of the bowel is threatened early. 


642 





Congenital Lesions 


Twelve congenital lesions precipitated an 
acute intestinal obstruction. These are al- 
ways interesting cases and demand early 
recognition and definitive treatment be- 
cause of the infant’s inability to withstand 
distension and acute fluid loss. 

Atresia (Fig. 6) of the intestine is a typi- 
cal, though uncommon, cause of intestinal 
obstruction in infants. One can note the 
marked distension of the proximal intestine 
in this duodenal atresia with complete ab- 
sence of gas in the remainder of the intes- 
tine. A plain roentgenogram taken early 
after birth in doubtful cases would result 
in earlier operation and a lower mortality. 
It is doubtful if the administration of ba- 
rium sulfate is a wise procedure in study- 
ing these little patients roentgenologically. 
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Fig. 6. Duodenal atre n a newborn infant. 


Intussusception 


The incidence of obstruction of the bowel 


resulting from acute intussusception appar- 
ently varies in different sections of the 
country. Six cases were treated in this se- 


ries, of which four were infants and two 
were adults. Fig. 7 demonstrates a jejuno- 
ilial intussusception removed from a 50- 
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year-old man. The precipitating factor was 
not demonstrable. 





Fig. 7. Photograph of a jejuno-ilial intussusception 
occurring in a 50-year-old man. 


Foreign Body 


The most frequent foreign body obstruc- 
tion is a gallstone impacted in the intestine. 
Most observers agree that gallstones cause 
2 per cent of all small bowel obstructions. 
In most instances the stone reaches the 
bowel through a cholecystoduodenal fistula. 
However, communications between all seg- 
ments of the biliary tree and all portions 
of the intestinal tract are recorded. A gall- 
stone can obstruct the intestine in one of 
three ways—namely, by being too large to 
pass, by producing an intussusception, or by 
becoming imbedded in the wall of the gut 
and closing its lumen secondarily. A cor- 
rect preoperative diagnosis should be made 
frequently because many flat plates show 
some air in the biliary tree and stones of 
sufficient size to obstruct the intestine are 
radiopaque. 

Phytobezoar is a rare cause of obstruc- 
tion. This bezoar was removed from the 
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obstructed intestine of an 89-year-old lady 
(Fig. 8). 


Symptomatology 


The symptomatology of intestinal ob- 
struction is usually definite and clear cut. 
The inability to expel gas and fecal mate- 
rial eventually occurs in all cases. How- 
ever, many times a diagnosis must be made 
before the obstruction has progressed to this 
degree or the opportunity to save a life is 
lost. Actually, this symptom should be con- 
sidered as secondary. The primary and car- 
dinal symptoms of intestinal obstruction are 
pain, vomiting, and abdominal distension. 








Fig. 8. Phytobezoar which caused intestinal 
obstruction. 


Pain is the earliest symptom. The inten- 
sity is variable and depends upon location 
and type of obstruction encountered. It is 
important to note that the pain is colicky 
in simple mechanical obstruction and the 
patient appears completely relieved be- 
tween the paroxysms of pain. However, in 
intestinal obstruction with strangulation 
where the viability of the bowel is in jeop- 


643 











ardy, the colicky pain is present but there 
is also a steady deep pain which persists 
between the paroxysms of pain. 


Vomiting is a constant sign in complete 
intestinal obstruction, although the time of 
its onset is variable. The appearance of the 
vomitus depends upon the location of the 
obstruction in the gastrointestinal tract. If 
the obstruction is high in the duodenum, 
the vomitus contains only the food recently 
eaten. If it is below the ampulla, the vom- 
itus will contain the same plus a thin yel- 
low-tinged fluid due to bile. Low obstruc- 
tions usually result in darker, foul smelling 
vomitus with a feculent odor at times. The 
significant feature of vomiting in intestinal 
obstruction is that it becomes more volumi- 
nous each time the patient vomits until the 
obstruction is relieved, either directly or 
indirectly. Abdominal distension is an im- 
portant finding in these cases, the degree 
of distension depending upon the location 
and duration of the obstruction. Peristaltic 
waves can often be observed and bowel pat- 
terning can be noted in some instances. 


Diagnosis 


The diagnosis of intestinal obstruction is 
usually obvious. The important factor is to 
diagnose the type of obstruction with which 
one is confronted. Operation for simple me- 
chanical obstruction is often an elective 
procedure. Operation for a strangulation 
type of obstruction should always be an 
emergency. The history of pain with sud- 
den onset, colicky in nature, accompanied 
by a pain that is persistent between the 
paroxysms of colic, especially when accom- 
panied by rebound pain and tenderness, is 
pathogonomic of a strangulation type of 
obstruction. 


As a rule, individuals with simple me- 
chanical obstruction have complete remis- 
sion of their pain between episodes. Their 
abdomen is seldom tender and rebound 
pain is not present unless there is an ad- 
hesion of the intestine to the anterior pa- 
rietal peritoneum. We have found the flat 
roentgenogram plate of the abdomen very 
helpful in differentiating between these two 
types of obstruction. The gas pattern in the 
simple type of obstruction is definite. The 
distended coils of intestine are arranged in a 
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transverse position and the valvulae con- 
niventes remain distinct since the bowel 
may contain a little liquid but mostly gas. 
As the blockage progresses, the pattern be- 


comes more pronounced until a “stair step” 
arrangement of the proximal distended loop 
develops. In contrast, however, there is no 
characteristic pattern when strangulation 
is present and a dark loop in an aberrant 


position can often be demonstrated. This 
loop is dark and the valvulae conniventes 
cannot be demonstrated because the loop is 
full of blood or fluid. 


Treatment 


For the purpose of discussion, the treat- 
ment of intestinal obstruction is divided into 
conservative and operative. By conservative 
treatment is meant the decompression of 
the obstructed intestine by suction. In view 
of the fact that even the most violent stran- 
gulated obstruction becomes a much better 
surgical risk by intubation, we believe that 
all small bowel obstructions should be in- 
tubated before operation. 

Surgeons who are critical of their results 
in treating acute intestinal obstructions 
classify their failures as due either to an 
error in judgment or to an error in technic 
at the time of operation. The outcome in 
bowel obstruction is determined as much by 
the operative procedure chosen by the sur- 
geon as by the manner of its execution. The 
selection of operations is limited to the fol- 
lowing procedures (Wangensteen‘): 

1. Division of adhesions and the release 
of the bowel from the entangling or com- 
pressing agent. 

2. Enterostomy. 


3. Exteriorization of the bowel with the 
establishment of a complete external fistula. 

4. Making of an entero-anastomosis 
around the obstructing mechanism. 

5. Excision of the obstructed segment of 
bowel and establishment of continuity by 
primary anastomosis. 


The procedure of choice, of course, de- 
pends upon what is found when the ab- 
domen is opened and upon the general con- 
dition of the patient being treated. Mature 
judgment is essential and the surgeon 
should select the procedure which will re- 
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lieve the obstruction in the simplest man- 
ner without peritoneal contamination. 


A direct and definitive operation is al- 
ways desirable although in some cases this 
is not possible. For example, division of a 
band or an adhesion is usually a simple and 
satisfactory procedure. Enterostomy, colos- 
tomy, and cecostomy leave a great deal to 
be desired but, under certain circumstances, 
it might be less hazardous to perform an 
aseptic decompression procedure than to 
perforate a friable and distended bowel in 
attempting to cut a small but inaccessible 
bed. Exteriorization is a definitive, though 
incomplete, procedure. The patient’s gen- 
eral condition and the condition of the end 
of the intestine available for re-establishing 
bowel continuity should be factors in de- 
ciding whether to exteriorize or to resect 
and perform a primary anastomosis. Entero- 
anastomosis should be avoided when pos- 
sible. However, it is an excellent operation 
in congenital atresia and is of inestimable 
value in temporarily sidetracking fixed per- 
forating and inflamed lesions involving the 
distal ileum or the right side of the colon. 

Table 2 is a summary of the mortality 
for the various operations performed in this 
series of cases. 








TABLE 2 
Mor- 
Procedure— Case Died tality 
Division of bands and adhesions... 40 2 5. 
Resection with primary ananto- 
ke ee Ae Seve 3 3 11. 
Reduction of hernia........................ 26 2 pe | 
Decompression resection................ 24 6 25. 
py ee 19 2 9.5 
Enteroenterostomy .................--------- 9 0 0. 
INI oo -5 5-0 0n5escnnnseonsncneceseanes + 0 0. 
Miscelianeous....................-............... 23 2 8.3 


(Multiple Procedures Nine Cases) - 
Patient Mortality 10.1% 


Summary 


1. Successful treatment of acute intesti- 
nal obstruction depends upon careful atten- 
tion to many details. The surgeon should 
differentiate between simple mechanical 
obstruction and obstruction with strangula- 
tion when the patient is first seen. Treat- 
ment of the condition with which he is 
dealing should be instituted immediately. 
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Suction is of value in treatment of intestinal 





obstruction, but its use should not be at- 
tempted as the sole method of treatment 
in strangulation obstructions and obstruc- 
tions of the colon. 


2. The successful operative treatment of 
any case of intestinal obstruction is the one 
that will relieve the obstruction in the sim- 
plest manner without soiling the perito- 
neum. 


3. Experiences encountered in treating 
169 cases of acute intestinal obstruction 
have been briefly summarized. The over-all 
operative mortality rate was 9.9 per cent. 
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According to the National Office of Vital Sta- 
tistics the trends of the past several years are 
continued in 1952: a substantial decline in tuber- 
culosis mortality but a comparatively small 
decline in the number of newly reported cases.— 
Public Health Reports, June, 1953. 


The antituberculosis movement synthesized in 
one single crusade the efforts of sociologists, 
humanitarians, and hygienists to improve the 
fate of the destitute by social reforms; to 
strengthen the human body by advocating a 
healthy way of life; to control infection by track- 
ing and destroying the tubercle bacilli—Rene J. 
Dubos, M.D., The American Review of TB, July, 
1953. 


Perhaps the most important factor in the in- 
cident among hospital personnel is the un- 
diagnosed case of tuberculosis. The only way to 
prevent contact with such sources is to discover 
these unsuspected cases earlier than seems pos- 
sible in most general hospitals. It is suggested 
that the best means of offering this protection 
to medical personnel is to make routine chest 
films of every patient admitted to a hospital.— 
William A. Abruzzi, Jr., M.D., and Rufus J. 
Hummel, M.D., The New Eng. J. of Med., April 
23, 1953. 





Notwithstanding the reductions in tuberculosis 
mortality, there is a sizable task ahead before the 
disease may be considered completely under con- 
trol. This task would be facilitated if some com- 
munity in which the disease is still a major 
problem undertook a project to show how this 
could be done most effectively under present 
conditions. The methods evolved should be ca- 
pable of utilization widely, very much as the 
Framingham Demonstration set the pattern over 
thirty years ago.—Louis I. Dublin, “A Forty-Year 
Campaign Against Tuberculosis,” Metropolitan 
Life Insurance Company, 1952. 
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CARDIAC ARREST* 





THOMAS F. KEYES, M.D. 
SALT LAKE CITY, UTAH 


Cardiac arrest is a situation which may 
confront any surgeon in the operating 
room at any time and it is important that 
he should be able to recognize and treat this 
condition. It is a surgical emergency for 
which there is an allowable time of only 
three and one-half minutes during which 
effective action may be taken. After three 
and one-half minutes permanent irreversi- 
ble changes take place in the brain. It is 
known that ten to twenty seconds of com- 
plete cerebral anoxia produces unconscious- 
ness; thirty seconds produces electroen- 
cephalographic wave changes. Vernons de- 
scribed a patient 55 years of age who had 
cardiac arrest for four minutes. The heart 
was started by subdiaphragmatic massage. 
The patient became conscious the next 
morning. For the next ten days, he spoke 
nothing more than a few incoherent phrases. 
On the fourteenth day he became restless 
and began to talk all kinds of nonsense 
incessantly. By the end of the fourth week 
he became maniacal and had to be sent to 
an observation ward. He was there for five 
months before he became well enough 
mentally to go to a convalescent home. Nine 
months after the accident, he was examined 
and found to have a violent tremor of the 
hands. His speech was slurred and he often 
repeated words over and over again. He 
was well enough to start work eleven 
months after the onset. This is the result of 
cardiac arrest for a short period of time 
(four minutes), so that one can visualize 
what may happen in cardiac cessation for a 
longer period than this. 


Incidence 


At the Lahey Clinic thirteen cases of 
cardiac arrest have been reported over a 
period of seven years. Lahey states that in 
a busy surgical center one can expect 
about two cases of cardiac arrest per year. 
The type of operation during which this 
condition may occur varies. At the Lahey 
Clinic it occurred three times in a chest 





*Presented before the Western Colorado Spring 
Clinics, Grand Junction, Colorado, April 18, 1952. 
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operation; four times in an abdominal op- 
eration; twice during a thyroid operation; 
once during sypathectomy; once during 
brain surgery; and once during laryngos- 
copy; and once during induction of anes- 
thesia. The condition may occur, therefore, 
at any phase of an operative procedure 
either at the beginning of the operative 
procedure, during the induction of anes- 
thesia, at the end of the operation or it 
even may occur under local anesthesia. 
Etiology 

1. Anoxemia. This is probably the most 
important cause of cardiac arrest. I have 
observed during thoracic operations on dogs 
that when the lungs were improperly in- 
flated and appeared somewhat cyonotic that 
there tended to be a bradycardia and fi- 
nally cessation of heart beat, but when the 
lungs were reinflated and sufficient oxygen 
was given that the heart speeded up and 
assumed a normal rhythm. 


2. Excessive light or deep anesthesia. 
Either one of these may be a cause of car- 
diac arrest. During light anesthesia there 
may be an element of anoxemia present 
which would result in cardiac arrest. Under 


deep anesthesia there may be a toxic effect 
from the drug which may act on the heart 
to produce cardiac arrest. 


3. Drug sensitivity. Probably those cases 
of cardiac arrest occurring under spinal an- 
esthesia fall into this class. 

4. Certain anesthetic agents, particularly 
cyclopropane. Cyclopropane has been 
known to produce arrythmias which may 
result in cardiac arrest. Also the use of a 
multiplicity of anesthetic agents and drugs 


during surgery in order to obtain relaxa- 
tion is a factor, 
5. The manipulation of the vagus nerve 


or operative procedures around the carotid 
sinus. It is known that manipulation of the 
vagus nerve initiates vago-vagal reflexes. 
If the patient has received a proper amount 
of oxygen, during operation, stimulation of 
the vagus nerve produces little or no effect. 
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But under a condition of anoxemia these 
vago-vagal reflexes come into play. It is 
known also that operations involving the 
carotid sinus (removing carotid body tu- 
mors for example) sometimes have a dele- 
terious effect upon the heart. 


Diagnosis 


This is usually made by the anesthesiolo- 
gist, but is also made by the surgeon work- 
ing in the chest. 


Prophylaxis 


1. Adequate oxygenation at all times is 
most important. 


2. Prompt treatment of arrythmias. This 
is done by the use of procaine or the new 
compound pronestyl, and also the use of 
atropine. These two agents will help to 
counteract the arrythmias which are usually 
the precursors of cardiac arrest. 


Treatment 


1. One hundred per cent oxygen is given 
through the intratracheal tube. If there is 
no intratracheal tube down, then the an- 
estheologist gives oxygen through a tight- 
fitting mask while someone else is getting 
the intratracheal catheter and laryngoscope 
ready and then when everything is ready 
the tube is slipped down. 


2. An intercostal incision is made in the 
fourth left intercostal interspace; the peri- 
cardium is opened and the heart is inspected 
and then cardiac massage is begun. 


3. Certain drugs should be available. 
Epinephrine, 1/1000; barium chloride, % 
per cent; calcium chloride, 10 per cent; pro- 
caine, 1 per cent. 

When the pericardium is opened, one is 
confronted by one of two conditions: 


1. Ventricular standstill; the heart is not 
moving at all. 


2. Ventricular fibrillation; the heart is 
moving in a writhing fashion. It is impor- 
tant to differentiate between these two con- 
ditions because the treatment of each is 
different. 

Treatment of ventricular standstill: It is 
important that no drugs be given in the 
beginning. If the heart is at standstill, the 
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first thing to do is massage the heart for 
one to two minutes and then observe 
whether the heart tends to start beating. 
If not then, one can give 0.1 to 0.2 c.c. of 
1/1000 epinephrine in the right auricular 
appendix or the right auricle. This is given 
in 5 c.c. of normal saline slowly. It is im- 
portant to give this small dose of epine- 
phrine because if one gives a larger dose, 
say up to 1 c.c., ventricular fibrillation may 
be produced. Calcium chloride 10 per cent 
has been used in dosages of 3 to 4 c.c. (Bla- 
lock) with the same action as epinephrine. 
After the administration of the drug the 
massage is continued until the heart starts 
to assume a normal rhythm. 


Treatment of ventricular fibrillation: If 
the heart is fibrillating then cardiac mas- 
sage is first carried out. This is necessary 
because every heart that is fibrillating is 
also dilated and cyanotic and one must carry 
out cardiac massage until the heart is no 
longer cyanotic or dilated. This may take 
several minutes. Then the heart is shocked 
by the use of electrodes, one electrode being 
placed just below the right auricular ap- 
pendix and one over the left apex and a 
current of about one and one-half amperes 
is passed through the heart for a period of 
one-half second. Sometimes several shocks 
are necessary. This is called serial defibril- 
lation. This defibrillation produces cardiac 
standstill, and cardiac massage is carried 
out and the treatment is that of ventricular 
standstill. There is some argument about 
whether or not to give procaine to a heart 
which is fibrillating. Some workers (Kay) 
say that it decreases the refractoriness of 
the heart muscle and makes it more diffi- 
cult to start cardiac contractions, while 
others advise its use. 


The technic of cardiac massage: The peri- 
cardium is opened and with the left hand 
the fingers are placed around the posterior 
aspect of the ventricle and the thumb over 
the anterior aspect of the ventricle and the 
heart is alternately squeezed and relaxed 
at the rate of about sixty to seventy times 
per minute. This massage should produce a 
palpable radial pulse. Blood pressures have 
been taken during the time that cardiac 
massage was carried out and pressures up 
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to 120 mm. mercury systolic have been re- 
corded. It is important that the massage be 
carried out through the open pericardium 
so that first one can observe the heart to 
see whether it is in standstill or fibrillation 
and secondly massage can be carried out 
better with the heart in one’s hand rather 
than through the pericardium. Also for this 
reason subdiaphragmatic massage is less 
effective than actually opening up the peri- 
cardium through an intercostal incision. 


Results: At the Lahey Clinic over thirteen 
cases of cardiac arrest have been treated. 
The circulation was restored in all cases, 
but in only five cases out of thirteen did 
the patient recover with a normal mentality 
because there probably had elapsed a period 
of longer than three and one-half minutes, 
and permanent cerebral changes had taken 
place. 


Beck (American Journal of Surgery, 1941) 
reported the case of a negro boy aged 9 
with a knee injury operated upon under 
nitrous oxide and ether. At 9:15 his skin 
was being sutured and operation practically 
completed (respirations, 19). At 9:20 the 
pulse was weak; at 9:22, no blood pressure, 
respirations 4/min.; at 9:25, no pulse. Intra- 
tracheal tube was inserted and respirations 
were started by a mechanical respirator. 
Dr. J. Clark stated that the pulse had been 
absent about eight or nine minutes. Dr. 
Beck was on hand and put on gown and 
gloves and opened the chest. The pericar- 
dium was opened and the heart observed. 
The ventricles were fibrillating. The heart 
was dilated. Massage was carried out for 
twenty minutes. This produced a palpable 
pulse over the temporal artery. The pupils 
were dilated and failed to react. Heat was 
applied and 5 c.c. of 2 per cent procaine 
were injected into the right auricle. Circula- 
tion was kept up by hand. Large electrodes 
were placed on the ventricles and a shock 
of one and one-half amperes was sent 
through the heart. Three shocks were used. 
Fibrillation was stopped after this. The 
heart was in standstill. The heart muscle 
was flabby. Epinephrine was injected 
through the right auricle and massage was 
continued. The heart muscle was still flabby; 
5 c.c. of 10 per cent calcium chloride was 
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injected into the auricle; the heart re- 
mained flabby. It was then noted that the 
lungs were not inflated and the tube was 
not in the trachea. This probably had slipped 
out when the patient jerked with the elec- 
tric shock. The tube was replaced in the 
trachea and the lungs were inflated. The 
interval lost was about ten minutes (be- 
tween the time of the shock and the tube 
insertion). There were a few moments of 
good aeration and then the heart started 
up in forceful contractions of seventy per 
minute. This occurred at 10:12, forty-seven 
minutes after the pulse disappeared. The 
radial pulse was palpable. The heart was 
observed for twenty minutes and the chest 
closed. The pulse later became weak and 
stopped at 12:02. Necropsy showed no cause 
of death. 

This case demonstrates restoration 
of the circulation but not the patient. Death 
of this patient was due to cerebral anoxia 
for longer than three and one-half minutes. 

It is important to have a defibrillator on 
hand in a hospital where a moderate to 
large amount of surgery is being done and 
even in a small hospital it probably would 
be wise to have a defibrillator on hand and 
to know how to use it. Also to have on hand 
the drugs which I have mentioned and 
which should be in readiness at a moment’s 
notice. 


Summary 


1. Cardiac arrest is a surgical emergency 
and immediate action must be instituted. 
2. There is an allowable time of only 
three and one-half minutes within which 
to act. After that permanent irreversible 
cerebral changes take place. 
take one of two 


(b) 


3. Cardiac arrest may 
forms, (a) ventricular standstill and 
ventricular fibrillation 

4. For standstill. no drugs at first. Mas- 
sage and then if no assumption of rhythm 
give small dose epinephrine (2 c.c. of 
1/1000). Repeat massage. 

5. For fibrillation, massage first, then give 
electric shock to ventricle through two elec- 
trodes. Repeat massage 

6. Hospital should have a defibrillator in 
the operating room. 
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THE PHYSICIAN AND MILITARY MEDICINE* 


MAJOR GENERAL GEORGE E. ARMSTRONG, M.C. 
WASHINGTON, D. C. 


It is a privilege to be an active participant 
in this annual tribute to one whom we all 
know as a great Army officer, an outstand- 
ing physician and a meticulous and inde- 
fatigable searcher after scientific truth. It 
is also gratifying to be able to address mem- 
bers of the Denver Medical Society and the 
faculty of the University of Colorado School 
of Medicine, since the close relationship, 
the warm friendship and the unfailing spirit 
of cooperation between you and the staff at 
Fitzsimons have set a high standard for 
other Army hospitals. 

Two months ago I had the pleasure of 
introducing Dr. Francis Moore, Mosely Pro- 
fessor of Surgery at Harvard, when he de- 
livered the first in a similar series of annual 
lectures dedicated to another of the Army 
Medical Service’s giants, our great surgeon, 
Colonel William L. Keller. One fact partic- 
ularly impressed me then as it does now— 
that in the cases of both Colonels Mahon 
and Kelier, we are not simply recognizing 
outstanding practitioners of military medi- 
cine, but something far more fundamental. 
Actually, in that earlier meeting at Walter 
Reed in Washington and here today, we are 
uniting, military and civilian alike, to honor 
great physicians. This has happened many 
times in the past. The recognition accorded 
Walter Reed, George Sternberg and William 
Gorgas by their civilian confreres was at 
least equal to their military honors. Simi- 
larly, the Army has gladly joined on many 
occasions in saluting civilian physicians, 
who, though never in uniform, have made 
contributions to military medicine of a mag- 
nitude equal to its own medical officers. 

This, I believe, underscores two important 
and closely related points. One is that the 
practice of medicine in an Army uniform 
has never been a stultifying influence; the 
other, that military medicine is not and has 
not been a closed and compartmentalized 
field of medical practice. I do not mean to 
suggest that there have not been stagnant 
periods in the history of Army medicine, 


*Given as the Annual Hugh Mahon Lecture at 
Fitzsimons Army Hospital, May 7, 1953. The author 
is the Surgeon General, United States Army. 
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but I believe that those periods essentially 
reflected a similar inactivity in American 
medicine as a whole. At this point, it might 
be well to consider this question: What 
actually is military medicine? The term has 
been variously defined in such language as 
to suggest that it means all things to all 
people, but I think the very confusion en- 
gendered by its many definitions may offer 
a clue as to its real nature. 

First, let us consider its various character- 
istics. As you will recognize, that segment 
concerned with military surgery is old; in 
fact, some authorities contend that it is the 
oldest form of medicine. Their hypothesis 
is based on the fact that in the dim dawn 
of civilization, man was inclined to attribute 
disease to the intervention of evil spirits or 
unfriendly gods. Since mortal tampering 
was obviously no answer to such immortal 
caprices, treatment was essentially limited 
to incantations, exhortations and counter- 
spells. The thrust of a spear, the impact of 
a club or the puncture of an arrow, how- 
ever, were something else again. These were 
obviously man-inflicted and, as such, were 
appropriate fields for human remedies. 
Thus, the birth of military surgery. 

Military medicine has its unique prob- 
lems. There are few, if any, medical groups 
in the world who must concern themselves 
with so many bizarre diseases in so many 
remote, half-forgotten sections of the world 
as do the medical services of our armed 
forces. Nor do many civilian physicians face 
the problem so common in military medi- 
cine of guarding the health of large, concen- 
trated groups of men in highly varied cli- 
matic and sanitary environments. And, with 
the sole exception of the new and relatively 
untried field of civil defense, neither are 
civilian medical groups normally concerned 
with the grave problems of treating and 
evacuating mass casualties, which con- 
stantly confronts the Army Medical Service. 
Despite its unique heritage and its peculiar 
problems, however, I do not contend that 
military medicine is a specialty foreign to 
civilian practice. Its practitioners graduate 
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from the same medical schools, complete 
the same internships, qualify for the same 
assortment of specialty boards, and employ 
the same basic methods as their civilian 
counterparts. More often than not, the dif- 
ferences are environmental or logistical, not 
professional. 

Rarely, if ever, are the medical problems 
we encounter in the Army strictly military. 
To select but a single example, malaria has 
been a military problem for centuries. Yet, 
today, although still a military medical 
problem qualitatively, it is equally the prob- 
lem of the public health officer and the ci- 
vilian internist. Thus, advances in preven- 
tion and treatment are not only equally 
applicable, but may arise from any of the 
interested parties. Consequently, military 
medicine is a synthesis of all elements of 
medical practice and specialization. Its con- 
tributors may have spent their entire ca- 
reers in uniform, they may have tempora- 
rily donned the uniform under the stress of 
national emergency or they may have their 
entire contributions in civilian laboratories, 
wards or clinics. Then, how shall we define 
military medicine? I propose to paraphrase 
the mission of the Army Medical Service 
and to define it simply as medical practice 
performed to conserve the fighting strength 
and to maintain the health and physical 
well-being of our troops. I hasten to add that 
I am aware that the subject is a mystery 
to very few of you. Through the exigencies 
of history, the American physician has be- 
come more intimately concerned with mili- 
tary medicine, willingly or nay, in the past 
thirty-five years than ever before. We have 
had two World Wars and the Korean con- 
flict within most of our lifetimes. The situ- 
ation today is such as to suggest the main- 
tenance of a considerable force for a long 
time to come. Consequently, it is safe to 
assume that practically every reasonably 
able-bodied physician—and I use the term 
advisedly—either has worn the uniform of 
one of our military medical services, is 
wearing it now, or will be wearing it in the 
not-too-distant future. 

All of this spells a unique and heavy bur- 
den which the medical profession of our 
country has borne and must continue to 
bear. In our lifetime, the average American 
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citizen, unless he voluntarily maintained an 
interest in things military, has been able to 
count on a reasonable security against mili- 
tary service interrupting his career. This 
has not been true of physicians. Long after 
the average citizen has been dispensed of 
his liability for service, it has remained to 
haunt the medical practitioner. All of this 
has been conducive to disruption of train- 


ing, of practices, and of professional careers. 
There were probably two general periods 
in our country’s history when such wide- 


spread and prolonged mobilization could 
have been met with hardly a perceptible 
strain. Early in the nineteenth century, 
when the great majority of medical practi- 
tioners obtained their licenses through vary- 
ing periods of study and observation under 
the guidance of an older man; when in the 
Army, a surgeon’s mate might aspire to the 


title of surgeon without formal training, the 
problem of increasing the output to meet a 
troubled international situation could 


hardly have been too serious. Likewise, in 
the latter half of the same century, when 
every fair sized town had at least one so- 
called medical college, legally entitled to 


award doctorates of medicine, it would have 
been fairly simple to accelerate the wheels 
of these diploma mills enough to meet the 
problem. Today, we are simply paying a 
price for good medicine; for a professional 
pride that dictates that in the United States 
there can be but one standard for medical 
practice and that this standard must be 
maintained as high as humanly possible. 


And, it of course follows, that while under 
the systems of bygone days there might 
have been other solutions to the quantita- 
tive problems that we face, under no other 
system could we have met today’s qualita- 
tive demands. 

The role of the physician in military med- 
icine has been a fascinating one, replete 
with advances, withdrawals, with contradic- 
tions and inconsistencies. The role of the 
military surgeon in Greek and Roman his- 
tory was a distinguished one. The Dark 
Ages, however, reduced the status of both 
surgery and military medicine to something 
approaching disrepute. Not only was the 
surgeon often placed under ban, but even 
basic principles of hygiene were forgotten 
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with the result that the few doctors who 
accompanied armies into the field were al- 
most entirely ineffective. By the seventeeth 
century the social status of the physician 
had improved, but the surgeon was still un- 
der ban, except when needed in wartime. 
The position of the latter in the Army was 
undistinguished. In the German army, the 
surgeons were known as “Feldscheerer” be- 
cause one of their duties was shaving the 
officers of their command. This custom con- 
tinued to the latter half of the eighteenth 
century, almost on the eve of our own Revo- 
lution. At this late date, Army surgeons 
were classed directly above drummers and 
below chaplains. Although the Army has 
has a formal medical organization of sorts 
since 1775, the actual birth of its modern 
organization dates from 1818 when Joseph 
Lovell was appointed first Surgeon General 
of the Army and the transition from a loose 
confederation of unit surgeons to a central- 
ized Army Medical Service began. Through 
the efforts of Lovell and earlier Surgeons 
General, there was opened a three-pronged 
offensive. Its objectives were: 


1. The establishment of higher profes- 
sional standards. 


2. The improvement of professional ef- 
fectiveness. 


3. The improvement of military prestige. 


You can readily see that all of these are 
closely related. Without a high standard for 
physicians there could be no increase in 
effectiveness and no greater recognition by 
the Army “line.” Without an improvement 
in effectiveness there could be no persuad- 
ing the “line” commander that his surgeon 
knew more about the health of his men 
than he. Without proper prestige, an Army 
career would hardly attract the better phy- 
sicians. During his tour as Surgeon General, 
Lovell made a major contribution toward 
meeting the first objective by insisting that 

‘Army surgeons must be medical school 
graduates. This was a daring and dramatic 
step when you consider that the custom of 
obtaining a certificate to practice from local 
societies after a period of informal study 
was still widespread. Army medical boards 
also began examining all candidates for 
commissions on the adequacy of their medi- 
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cal training and the number of failures re- 
ported indicates either that the board was 
very strict or the quality of medical school 
graduates very low. 


The effort to improve the effectiveness of 
Army medicine has continued to the pres- 
ent day. In the early years, it presented ob- 
vious difficulties. Most Army surgeons were 
located in remote frontier posts, far re- 
moved from their nearest colleagues. The 
very nature of disease and infection had yet 
to be discovered. But the early records show 
that, if nothing else, these practitioners of 
military medicine could face the almost con- 
stant epidemic of yellow fever, typhus, ty- 
phoid, smallpox and all the other communi- 
cable diseases with heroism and diligence. 
If blood-lettings and purges were sometimes 
ineffective they were at least the treatment 
of choice for the period and they were often 
performed by a lonely physician who was 
himself a victim of the disease. Even during 
this early period, however, some progress 
was made. A regulation providing for quar- 
terly reports made it possible for the iso- 
lated physician to detail his own clinical 
observations and compare it at least in 
proxy with his distant brother. Surgeon 
General Lovell for many years was a re- 
search sponsor of sorts for William Beau- 
mont and permitted him assignments that 
made possible his continued observation of 
Alexis St. Martin. Standardized supply ta- 
bles permitted a uniformity in the drugs and 
equipment allotted each medical officer. It 
was the last objective to increase the pres- 
tige of the physician within the Army—that 
most innocently was to create some of the 
problems that have faced us in recent years. 

To understand the objective and some of 
the means used to attain it, let us consider 
the status of the military physician in the 
first quarter of the nineteenth century. They 
had no military rank, only the titles of sur- 
geon and assistant surgeon. With a ratio of 
about one of the former to five of the latter, 
their promotion outlook was infinitely 
worse even than the stultified system used 
by the line. Their pay was usually far be- 
low that of line officers of equal service. 
For quarters and similar prerogatives, all 
medical officers took precedence until 1823 
below all officers except second lieutenants. 
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They could not serve on courts-martial and, 
consequently, could be found guilty of mal- 
practice and neglect of duty by courts com- 
p”‘sed entirely of line officers. Their advice 
on professional matters other than relating 
to the treatment of individual patients could 
be and often was ignored. For example, in 
1820 when scurvy struck two regiments en 
route to Leavenworth, the commanding of- 
ficer pointedly refused a request by his sur- 
geon for data on available food supplies. 
Again, between 1826 and 1827, it took the 
post surgeon at Fort Delaware nine months 
to get remedial action taken on a painted 
roof used to collect water, which was result- 
ing in agonizing cases of “lead poisoning.” 

During Surgeon General Lovell’s regime 
most of his efforts at correcting these situ- 
ations were addressed to the top, to his su- 
periors in the War Department. His achieve- 
ments in this regard were modest, but still 
represented real cumulative progress. The 
real hero or villain in this era was Lovell’s 
successor, Thomas Lawson, who held the of- 
fice of Surgeon General longer than any 
other officer. While continuing Lovell’s 
work with the War Department, he obvi- 
ously considered the best means for obtain- 
ing military recognition was to demonstrate 
to the line that medical officers could be 
as good soldiers as they. He had himself 
briefly commanded a regiment of Missis- 
sippi volunteers before becoming Surgeon 
General. He left Washington and attached 
himself to General Scott’s command during 
the Mexican war. And, most of all, his re- 
ports resound with tales of gallantry on the 
part of his medical officers. He noted with 
particular approval during the Mexican 
campaign that a young medical officer who, 
seeing that a rifle company was without a 
commander, placed himself at its head and 
was promptly killed charging the Mexican 
lines. Lawson devoted himself to a fierce 
fight for new medical officer prerogatives 
and resistance to anything he considered as 
an encroachment on existing privileges. One 
of his minor classics is his appeal to the 
War Department on a proposal to take 
epaulets from medical officers and substi- 
tute less impressive aiguillettes, The conse- 
quence of Lawson’s fiery crusade was two- 
fold: 
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1. He may be definitely credited with 
persuading the officers of the line that the 
military physician was also an Army offi- 
cer. Thereafter, the Army Medical Service 
had less difficulty in obtaining adjustments 
in such matters as grade, promotions, and 
lines of authority. 

2. He was responsible for the concurrent 
feeling among medical officers that to main- 
tain their position they must be equally 
good administrators, supply officers, and 
even tacticians as their line colleagues. 

Since this philosophy was to play such an 
important role in the later history of the 
Army Medical Service and in the events of 
the past few decades it might be well to 
consider it carefully. On the positive side, 
the fact that Army medical officers have 
been so recognized has been of paramount 
importance in the increasing effectiveness 
of the Army Medical Service in two World 
Wars and currently in Korea. It has meant, 
among many other things, that the advice 
of the medical officer has been heard in the 
planning of each military operation. It has 
meant, too, that real attention is paid to the 
multitudinous logistical requirements of a 
modern medical service. Historically too, 
this philosophy has had effects which may 
seem slightly incomprehensible today. For 
example, during the War Between the 
States, it was found after many bitter expe- 
riences that the delivery of medical sup- 
plies could only be assured if a-medical of- 


ficer delivered them; that casualties would 
be evacuated only if medical officers com- 
manded the ambulance units. There was, of 
course, a negative side to the philosophy as 


well. It was unquestionably responsible for 
the widespread use of physicians as detach- 


ment commanders, unit supply officers and 
post exchange officers long after any real 
need existed. It may well have been respon- 
sible for the long delay in accepting the 


auxiliary officer concept now embodied in 
the Medical Service Corps. Because the 
wars in which this country has fought have 
been so dissimilar, it is difficult to assay the 
true effectiveness of the soldier-physician 
formula during the nineteenth century. Per- 
haps, we may summarize the situation as 
follows: 


(Continued on Page 662) 
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GENERAL INFORMATION 


CONVENTION HEADQUARTERS AND 
REGISTRATION 


The Union Building at the University of Utah, 
beginning at 8:15 a.m. each day, beginning Sep- 
tember 10. 

There is no registration fee for doctors whose 
dues are paid to their own state medical societies. 
Be sure your dues are paid to your own state 
society. 

There will also be a headquarters office at the 
Hotel Utah, open from 9 a.m. to 5 p.m. 


SCIENTIFIC MEETINGS 


The Scientific Meetings will be held in the 
ballroom of the Union Building, beginning at 
11:00 a.m. each day. Scientific meetings will be 
preceded by colored television, starting at 8:45 
a.m. each day. 

“ Admission by badge only. 


BANQUET 


A banquet will be held Friday evening, Sep- 
tember 11, at 7:30 p.m., in the Lafayette ballroom 
of the Hotel Utah. Members of the Medical 


Associations of Colorado, Montana, New Mexico, 
Utah and Wyoming and their wives and guests 








are invited, as well as mem| 
from other states. 


‘rs of the profession 


Featured speaker will be Dr. Edward J. Mc- 
Cormick, President of the American Medical As- 
sociation. Dr. McCormick’s talk will be followed 
by a motion picture filmed and edited by Dr. 
Russell G. Frazier on his recent trip through 
the Florida Everglades. 


We must know how many will attend, so please 
get your tickets early. The banquet will be 
preceded by a social hour from 6:00 p.m. until 
7:00 p.m. at the Alta Club, 100 E. So. Temple. 
Tickets for the dinner will be $5.00 per plate. 
Dress, informal. 


SPECIAL NOTICE 


Members of the Medical Corps of the United 


States Armed Forces in uniform, members of 
the Nurses Association, dents of Medical 
Schools and Public Health officers may attend 
without registration fee. 

Other physicians, resident in Utah, who are 


State Medical Asso- 
egistration fee equal 


not members of the Utah 
ciation, shall be charged 

to the current state dues. Members of the Utah 
State Medical Associatior ho have not paid 
1953 dues will be charged at the rate of the 
annual dues. Physicians, resident in Utah, whose 
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application for membership in a Component So- 
ciety is awaiting action by the Society, and this 
fact having been certified to by the Executive 
Office of the Association by the Secretary of the 
Society, may attend the session of the State Con- 
vention without the payment of such fees. Doc- 
tors from other states will not be charged a 
registration fee if their dues are paid to their 
own state medical society. Non-members from 


other states will be charged a registration fee 
of $10.00. 

“All papers read before this Association shall 
be its property. Each paper, when it has been 
read, shall be deposited with the Secretary. Au- 
thors of papers read before the Association shall 
not cause them to be published elsewhere until 
they have been published in its Journal.”—(Sec- 
tion 3, Chapter 2 of the By-Laws). 





THE SEVENTH MEETING 
of the 
ROCKY MOUNTAIN MEDICAL CONFERENCE 
Combined With 
THE FIFTY-EIGHTH ANNUAL MEETING 
of the 
UTAH STATE MEDICAL ASSOCIATION 
SEPTEMBER 10, 11, 12, 1953 


Salt Lake City will be host, September 10, 
11 and 12, 1953, to the Rocky Mountain Medical 
Conference, which this year will be combined 
with the Annual Utah State Medical Association 
Convention. 


The meetings will be held at the Union Build- 
ing on the University of Utah Campus. 


An information booth will be maintained at the 
Hotel Utah and headquarters and registration at 
the Union Building. 


Outstanding event of the meeting will be the 
address of Dr. Edward J. McCormick, President 
of the American Medical Association, before the 
Annual Banquet, Friday evening, September 11, 
at 7:30 p.m. Dr. McCormick will discuss “The 
Future of Medicine.” 


Another outstanding feature will be the presen- 
tation of colored television at each scientific 
session, under the sponsorship of Smith, Kline 
& French Laboratories of Philadelphia, Penn- 
sylvania. This is the first time colored television 
has been presented to an audience in this area. 


Colored television programs will originate at 
the L. D. S. Hospital and will be beamed over 
closed circuit to the Union Building. A panel 
of outstanding surgeons is being selected who 
will conduct actual operations before the tele- 
vision camera. 


During the afternoon, dry clinical sessions will 
be held, at which outstanding speakers in the 
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fields of dermatology, pediatrics, atomic medicine 
and various other subjects will be discussed. 


In addition, an outstanding panel of scientific 
papers will be presented by national and interna- 
tionally renowned physicians and surgeons. 


The five states participating in the Conference 
are: Colorado, Montana, New Mexico, Utah, and 
Wyoming. Approximately 800 to 1,000 guests 
and their wives are expected to attend. 

Under the chairmanship of Mrs. A. M. Okel- 
berry, President of the Woman’s Auxiliary to 
the Utah State Medical Association, a program 
has been outlined for the entertainment of the 
ladies attending, which will be highlighted by 
an address by Mrs. Leo Shafer of Salina, Kansas 
President of the Woman’s Auxiliary to the Ameri- 
can Medical Association. Mrs. Shafer will be the 
speaker at a luncheon and fashion show scheduled 
for Thursday, September 10, at 12:30 p.m., in the 
Empire Room at the Hotel Utah. 

Besides the meeting of the Woman’s Auxiliary, 
trips to Brighton, one of Utah’s unique scenic 
areas, and an organ recital have been scheduled 
for Friday, September 11. 

The ladies will attend the Annual Banquet to 
hear Dr. McCormick’s address, which will be 
followed by a motion picture presentation by Dr. 
Russell O. Frazier, covering the Florida Ever- 
glades. Dr. Frazier presented a paper and motion 
picture at the last meeting of the Utah State 
Medical Association and is being brought back, 
due to popular demand. 
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Thursday Morning, September 10 


COLOR TELEVISION 


Chairman: U. R. Bryner, M.D. 
General Chairman, Rocky Mountain 
Medical Conference 


8:45—Welcome.—K. B. Castleton, M.D., 
President, Utah State Medical Asso- 
ciation. 


8:50—“Atomic Energy in Medicine.”—J. Z. 
Bowers, M.D., Dean, University of 
Utah, College of Medicine. 


9:20—“Plaster Clinic.”—Paul A. Pember- 
ton, M.D., Associate Clinica! Professor 
and Chairman of Division of Ortho- 
pedics, University of Utah, College 
of Medicine. 

9:55—“Technique of Biopsy and Patholog- 
ical Specimens of Common Interest.” 
—John H. Carlquist, M.D., Pathol- 
ogist and Associate Clinical Profes- 
sor, College of Medicine, University 
of Utah. 

10:10 —“Inguinal Herniorrhaphy Under 
Local Anesthesia.”—Gilbert L. 
Wright, M.D., Clinical Instructor, Col- 
lege of Medicine, University of Utah. 


10:40—Recess to visit exhibits. 


SCIENTIFIC PAPERS 


11:10—‘‘Management of Intestinal Obstruc- 
tion.”—-Edwin H. Ellison, M.D., Asso- 
ciate Professor of Surgery, Ohio State 
University. 

11:40—“Diabetes in Pregnancy.”-—Priscilla 
White, M.D., Internist, Joslin Clinic, 
Boston, Massachusetts 


12:10—Recess for luncheon. 


Thursday Afternoon, September 10 

Chairman: William A. Liggett, M.D. 

President, Colorado Medical Society 
1:00—Round Table Discussion. Panel: 
Priscilla White, M.D., E. H. Ellison, 


M.D. Moderator: Kenneth B. Castle- 
ton, M.D. 


COLOR TELEVISION 
Medical Clinics 


1:30-—“Endocrine Clinic.”—Frank H. Tyler, 
M.D., Assistant Research Professor, 
Dept. of Medicine, University of Utah, 
College of Medicine. 





PROGRAM 





2:00 — “Obesity.” — C. H. 
M.D., Head of the 
chiatry, University 


Hardin Branch, 
Department of Psy- 
of Utah, College of 
Medicine; and Harold Brown, M.D.. 


Assistant Professor of Medicine, Uni- 
versity of Utah, College of Medicine. 

2:30—“Demonstration of Peripheral Vas- 
cular Disorders.”—Wesley E. Peltzer, 
M.D., Assistant Clinical Professor, 
Department of Medicine, University 
of Utah, College of Medicine. 


2:45—Recess to visit exhibits. 


SCIENTIFIC PAPERS 


3:15—“Surgical Lesions of the Adrenal 
Glands.”—James T. Priestly, M.D., 
Professor of Surgery, The Mayo Foun- 


y of Minnesota. 


3:45 —“Precordial Pai Its Causes and 
Differential Diagnosis.”—-Meyer A 
Rabinowitz, M.D., Internist, Brooklyn, 
New York. 


4:15—“Emergency Complications of Anes- 
thesia and Their Management.’—M. 
Digby Leigh, M.D., Assistant Profes- 
sor of Anesthesiology, University of 
British Columbia 


dation, Universit 


Thursday Evening, September 10 
6:30—Social Hour—A\ 
7:30—Stag dinner fi 

Rocky Mountain 
and Universit 
Alumni—Aviat 


Friday Morning 
Chairman: Albert 
President, New Mexi 

COLOR TELEVISION 
8:45 — “Chest Panel.’ 
surotomy, Patent 
—W.R. Rumel, } 
sion of Thoraci 
of Utah, Schoo 
Preston R. Cut 
structor, Univ: 
of Medicine. 


ation Club. 


members of the 
Viedical Conference 

Utah Medical 
Club. 


September 11 


Lathrop, M.D. 
Medical Society 


“Mitral Commis- 
Ductus Arterosus.”’ 
[.D., Chairman, Divi- 
University 
Viedicine. 
M.D., Clinical In- 
ty of Utah, College 


Surgery 


M.D., Clinical In- 
of Utah, College 


Thomas F. Keys 
structor, Unive 
of Medicine. 
Keith Farr, M.D., Associate Clinical 
Instructor, University of Utah, Col- 
lege of Medicin¢ 
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M. Digby Leigh, M.D., Assistant Pro- 
fessor of Anesthesiology, University 
of British Columbia. 


9:55 — “Vein Stripping and Legation.” — 
John M. Clark, M.D., Assistant Clini- 
cal Professor of Surgery, University 
of Utah, College of Medicine. 


10:15 —- “Thyroidectomy.” — Kenneth B. 
Castleton, M.D., President of the Utah 
State Medical Association, and Assist- 
ant Professor of Surgery, College of 
Medicine, University of Utah. 


10:35—Recess to visit exhibits. 


SCIENTIFIC PAPERS 


11:00—“Diabetes in Childhood.”—Priscilla 
White, M.D. 


11:30—“Carcinoma of the Stomach.”—James 
T. Priestley, M.D. 


12:00 Noon—Recess for luncheon. 


Friday Afternoon, September 11 


Chairman: James M. Flinn, M.D. 
President, Montana Medical Society 


1:00—Round Table Discussion. Panel: 
Meyer A. Rabinowitz, M.D., James T. 
Priestly, M.D., M. Digby Leigh, M.D. 
Moderator: Albert S. Lathrop, M.D. 


COLOR TELEVISION 
Medical Clinics 


1:30—“Muscular Dystrophies.”—Frank H. 
Tyler, M.D., Assistant Professor, Dept. 
of Medicine, University of Utah, Col- 
lege of Medicine. 


2:00—“Interesting and Common Skin Dis- 
eases.”—John M. Coletti, M.D., Clini- 
cal Instructor in Medicine, University 
of Utah, College of Medicine; and 
William J. Morginson, M.D., Assist- 
ant Clinical Professor of Medicine, 
University of Utah, College of Med- 
icine. ; 

2:30—“Diagnostic Signs in Disorders of the 
Blood.”—M. M. Wintrobe, M.D., Head 
of the Department of Medicine, Uni- 
versity of Utah, College of Medicine. 


2:45—Recess to visit exhibits. 


SCIENTIFIC PAPERS 


3:00—“Pitfalls in Diagnosis and Treatment 
of Patients With Decreased Pain Sen- 
sitivity..—-Myer A. Rabinowitz, M.D. 


3:30-—“The Problem of Rectal Bleeding.” — 
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Richard B. Cattell, M.D., Surgeon, 
Lahey Clinic, Boston, Massachusetts. 


4:00—““The Changing Panorama of Medical 
Care and Its Implications in Medical 
Education.”—Edward L. Turner, 
M.D., Dean, School of Medicine, Uni- 
versity of Washington, Seattle, Wash- 
ington. 


Friday Evening, September 11 
6:30—Social Hour, Alta Club. 


7:30—Annual Banquet, Hote] Utah, Edward 
J. McCormick, President of American 
Medical Association, Speaker. Sub- 
ject—“The Future of Medicine,” fol- 
lowed by “The Florida Everglades,” 
a motion picture presented by Russell 
G. Frazier, M.D. 





Saturday Morning, September 12 


Chairman: James Sampson, M.D. 
President, Wyoming Medical Society 


COLOR TELEVISION 


8:45—“Examination of the Aching Back.”- 
A. M. Okelberry, M.D., Associate 
Clinical Professor of Surgery, Uni- 
versity of Utah, College of Medicine. 


9:15—“Management of Common Urological 
Procedures Including Technique of 
Catheterization.”—Richard P. Middle- 
ton, M.D., Chairman of Division of 
Urology, University of Utah, College 
of Medicine. 


9:45--“Value and Technique of Operative 
Cholangiography.”—-N. F. Hicken, 
M.D., Associate Clinical Professor of 
Surgery, University of Utah, College 
of Medicine. 


10:15—Recess to visit exhibits. 


SCIENTIFIC PAPERS 


10:45—“Indelible Impressions of the Prac- 
tical Aspects of Amebiasis.”—Edward 
L. Turner, M.D. 


11:15—“Indications for Surgical Treatment 
of Thyroid Diseases.” — Richard B. 
Cattell, M.D. 


11:45—“Pediatric Anesthesia.” — M. Digby 
Leigh, M.D. 


12:15— Motion Picture and Commentary: 
“Office Proctology.”—Edwin H. Elli- 
son, M.D. 
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Richard B. Cattell, M.D., Surgeon, Lahey Clinic, 
New England Baptist Hospital and the New 
England Deaconess Hospital, Boston, Massachu- 
setts. Member of the American Surgical Asso- 
ciation, the American Gastroenterological Society, 
the Southern Surgical Association, the American 
Goiter Association, and Past President of the 
Boston Surgical Society, and also Past President 
of the Interstate Postgraduate Medical Asso- 
ciation. 


Host: Eliot Snow, M.D. 





uest Speakers 





-_ 


Edward J. McCormick, M.D., President of the 
American Medical Association. Surgeon, Toledo, 
Ohio. Chairman of the Advisory Board, St. Vin- 
cent’s Hospital, Toledo, Ohio; Past Director 
of Surgery and Trustee of the Maumee Valley 
Hospital; Surgeon to St. Anthony’s Orphanage 
and Surgeon for the Nickel Plate Railway Com 
pany. In 1949 he was a member of the Medical 
Mission invited by Gen. Douglas MacArthur to 
make a survey of Japan’s health needs, and the 
following year he went to Geneva, Switzerland, 
as a United States Delegate to the U. N.’s Third 
World Health Organization Assembly. Dr. Mc- 
Cormick also maintains active membership in 
a number of veteran, fraternal and civic organiza- 
tions. He served with the British Expeditionary 
Forces during World War I with the 47th North 
Midland British Division, which broke the Hin- 
denburg Line. 


Host: K. B. Castleton, M.D. 


»\ 


ihe 
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Edwin H. Ellison, M.D., Associate Professor of 
Surgery, Ohio State University College of Medi- 
cine. Member of the American College of Sur- 
geons, Society of University Surgeons, Society 
of Clinical Investigation, Columbus Surgical So- 
ciety, Columbus Academy of Medicine. 


Host: F. F. Hatch, M.D. 





me 

James T. Priestiey, M.D., Head of a section in 

the Division of Surgery, The Mayo Clinic, 

Rochester, Minnesota, and Professor of Surgery, 

The Mayo Foundation, University of Minnesota. 

He has a B.A., M.D., M.S. in Experimental Sur- 
gery, Ph.D. in surgery, F.A.C.S. 


Host: K. B. Castleton, M.D. 
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M. Digby Leigh, M.D., Assistant Professor of 
Anesthesiology at the University of British Co- 
lumbia. Director, Department of Anesthesiology, 
Vancouver General Hospital, Vancouver, British 
Columbia; formerly Assistant Professor of An- 
esthesiology at McGill University. 


Host: 


Scott M. Smith, M.D. 

































Edward L. Turner, M.D., Dean, School of Medi- 
cine and Professor of Medicine. Chairman, Board 
of Health Sciences, University of Washington, 
Seattle, Washington. For ten years a resident 
at the eastern end of the Mediterranean and was 
on the staff of the American University of Beirut 
in Lebanon. Author of fifty publications in the 
field of Physiology, Internal Medicine, Tropical 
Medicine and Medical Education. 


Host: James Z. Davis, M.D. 





_ 


Meyer A. Rabinowitz, M.D., Internist, Brooklyn, 
New York. Consultant to the Brooklyn Jewish, 
Greenpoint, Rockaway Beach, and Long Beach 
Hospitals; formerly Professor of Clinical Medi- 
cine to Long Island College of Medicine. Publica- 
tions include original papers on: “Rheumatic 
Pneumonia,” “Toxic Hepatitis Due to Chincho- 
phen,” and “The Diagnostic Value of the Red 
Cell Sedimentation Time in Acute Myocardial 
Infarctions.” 


Host: U. R. Bryner, M.D 





-_ 


Priscilla White, M.D., Int 
Boston, Massachussets. Phy 


ernist, Joslin Clinic, 
ician, New England 


Deaconess Hospital, Boston Lying-in Hospital, 
Faulkner Hospital; Consultant at the Boston 
Floating Hospital. Member of the American 


Medical Women’s Association 


Host: L. E. Viko, M.D 
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Last June, at the Annual Meeting of the 
American Medical Association, Medical 
Color Television entered its fifth year of 
service to the profession. 

The first program of medical color tele- 
casts was put on at the June, 1949, A.M.A. 
Session; the first before a state medical 
society meeting that same fall at the Colo- 
rado State Medical Society’s meeting in 
Denver; now the combined Rocky Moun- 
tain Medical Conference and Utah State 
Medical Association annual session in Salt 
Lake next month inaugurates color tele- 
casts for medicinal audiences in Utah. 

During the past four years, over 250,000 
doctor visits have been paid to the forty-six 
such television programs sponsored and pro- 
duced by Smith, Kline & French Labora- 
tories for numerous of the nation’s medical 
societies. Some of these visits can be attrib- 
uted to mere curiosity but after four years 
this can no longer be considered the dom- 
inant motivation. Doctors come to color 
television programs at medical meetings 
because they constitute valuable postgrad- 
uate medical instruction. The fact is con- 
firmed by the repeated use of color tele- 
vision by professional associations as an 
integral part of their annual gatherings. 

In many ways, the telecasts at the AMA 
signified the culmination of years of de- 
velopment work in technical operation, pro- 
duction technics and programming on the 
part of Smith, Kline & French, the medical 
societies it serves, and the physicians and 
surgeons whose participation and coopera- 
tion have made the programs possible. 

When the first medical color telecasts 
were put on, SKF’s television equipment 
consisted of a single camera mounted at the 
end of a boom placed atop a stand six feet 
high, a single chain of control equipment 
and twenty receivers with ten-inch picture 
tubes. The camera was designed primarily 
for use in operating rooms and lacked the 
lens equipment and mobility for efficient 
studio work. Like most new pieces of ma- 
chinery, the color television equipment had 
“bugs” which had to be worked out. And 
technical problems were compounded by the 


for AucustT, 1953 


FOUR YEARS OF MEDICAL COLOR TELEVISION 


unavoidable damage done to the equipment 
in shipment from city to city. Entirely new 
production technics had to be developed be- 
cause of the lack of complete studio facil- 
ities, because the studio facilities available 
changed from program to program and be- 
cause of the medical content of the presen- 
tations. 


Programming presented its own special 
problems for the participants and producers. 
Actually, television demanded its own 
teaching technics and these teaching tech- 
nics had to be evolved. Their development 
was a process of trial and error on the part 
of doctor-participants and the producers. 
Experience gained in the first program was 
passed on to participants in succeeding 
programs and so on through the total num- 
ber of programs presented to date. 


In January, 1952, Smith, Kline & French 
assumed full responsibility for the produc- 
tion of the programs while retaining the 
role of sponsor. Previously, Columbia 
Broadcasting System personnel had been re- 
tained by SKF to service the equipment 
and operate it during the telecasts. 


In June of this year, a long-standing re- 
quest of television audiences for larger pic- 
tures was met. At the meeting of the AMA, 
two projection-type receivers with four and 
one-half by six-foot screens were unveiled. 
These receivers, the first of their kind to be 
built by CBS, provide a picture twenty- 
seven times larger than the one seen on the 
receivers. used in the past. 


For medical color television, these re- 
ceivers symbolize the technical advances 
and improvements of the first four years of 
this service to medical education. Over- 
coming the production problems involved 
in telecasting for two uninterrupted hours, 
requiring the use of three cameras in switch- 
ing from panel discussions to slides and 
x-rays and on to an operating room—all 
this done in small, improvised studios and 
with comparatively little rehearsal time— 
typifies the mastery of production technics 
developed for this new kind of telecast. 
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Original Articles 
(Continued From Page 652) 


The Mexican War was a startling demon- 
stration of the comparative effectiveness of 
the frontier-trained Regular Army Surgeon 
working with regular troops over the civil- 
ian physician in uniform assigned to volun- 
teer regiments. This, however, was a short 
campaign. 

The War Between the States initially 
demonstrated that a hide-bound regular 
Army surgeon and an inexperienced volun- 
teer could be equally ineffective. However, 
as the years went by the wedding of the 
talents of the two groups resulted by the 
close of the war in a new high in medical 
service and tactics. 

The Spanish-American War was the first 
major campaign fought by Americans away 
from their own shores. It was also essenti- 
ally a medical failure, with too little cog- 
nizance of new problems to be faced and 
too little memory of old lessons learned dur- 
ing the War Between the States. It may well 
have been a blessing, however, because it 
was certainly responsible for much soul- 
searching on the part of Army medical offi- 
cers when the campaigns ended. 

If we consider all of these factors, World 
War I was a monumental achievement in 
military medicine. This was our first major 
conflict away from our home shores, the 
first time that a large army had been 
drafted and transported overseas in a com- 
paratively short period of time; the first 
real experience we had with the horrors of 
trench warfare and mass machinegun and 
artillery fire. Yet, the medical challenge 
inherent in all of this was met and met bril- 
liantly. Except for the intervention of the 
great influenza pandemic, the health and 
preventive medicine problems of the war 
were effectively solved. An effective sys- 
tem of field evacuation and field hospital 
units was established. The great names of 
American medicine were mobilized and 
placed in charge of specialty units to care 
for the influx of orthopedic, plastic, and 
other typical war wound cases. Yet, it is 
ironic that the close of World War I, which 
may be categorized as the first successful 
military medicine operation from its very 
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inception, also marked the beginning of 
what I might facetiously term the “Physi- 
cian’s Revolution.” 

If historical accounts are any criteria, in 
previous wars the physicians who tempo- 
rarily donned the uniform had accepted 
what they considered military caprice or 
stupidity with only brief complaints and 
philosophical resignation. This was not true 
when World War I ended. There was some 
very bitter resentment over military prac- 
tices, and this resentment was emphatically 
and dramatically expressed by many par- 
ticipants as they doffed their uniforms and 
returned to civilian life. The exact reasons 
for these reactions are possibly somewhat 
difficult to determine because, in actual fact, 
the medical service in World War I was 
immeasurably better than ever before. Per- 
haps, it was due to the birth of modern med- 
icine and the development of the specialist 
which may be attributed to the period be- 
tween the Spanish-American War and the 
First World War. Whatever the basic rea- 
sons, the resentment was there and it was 
pointed and specific. This is the way one 
of the Regular Army Medical Corps Offi- 
cers, who was charged with the procure- 
ment and assignment of physicians in World 
War II, described the World War I situa- 
tion in an article appearing in a 1942 bulle- 
tin of the American College of Surgeons: 

“.. the mental anguish of being misfits 
—of toiling away, perhaps at a desk job 
which many another man could do better, 
when they knew that their knowledge and 
skill as epidemiologists or internists, as 
eye, or brain, or plastic surgeons, as the case 
might be, were sorely needed in active mili- 
tary service at or near the front. Both the 
military forces and the civilian population 
suffered from the lack of planning for 
proper distribution of medical personnel. 
There was waste of medical skill and train- 
ing in the other war. Everyone concerned 
wished to avoid this in the present holo- 
caust.” 

It should be noted that this commentary 
appeared early in World War II and is thus 
evidence of sorts that the lessons of World 
War I were not entirely lost on the Army 
Medical Service. Considerable progress, in 
fact, extraordinary progress was made in 
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the period between the two wars if the small 
size of the army and the prevailing isola- 
tionist sentiment are considered. The lim- 
ited use of nonprofessional officers during 
World War I was legitimatized by the cre- 
ation of a Medical Administrative Corps, 
with a very small Regular Army and a 
larger reserve component. Where the or- 
ganized reserve had existed only on a rather 
small and unorganized scale before World 
War I, full use was made of reserve units to 
attempt to provide the proper specialists in 
the proper places in the event of full mobi- 
lization. This then is perhaps a proper time 
to consider what went wrong after Pearl 
Harbor as World War II got under way for 
our forces. 


Initially, we have another paradox to con- 
sider since the medical achievements of 
World War II far surpassed those of World 
War I, even with far greater problems con- 
fronting us. We had, of course, certain ad- 
vantages over our World War I compatri- 
ots. We had had the advantage of their ex- 
perience. There had been a large mobiliza- 
tion before the war actually started. We 
could draw from the vast progress of medi- 
cine during the two intervening decades. 
Yet, the new problems were formidable too. 
It was a global war with all the fantastic 
logistical problems that the term included. 
For the first time, Army medical officers 
were scanning maps of little-known and 
far-distant corners of the earth and brood- 
ing over even more remote diseases. They 
were faced with new problems of estimat- 
ing requirements for hospitals, physicians 
and medical supplies and equipment simul- 
taneously for all of the many areas where 
American troops were stationed in a rap- 
idly moving situation where the strategy of 
yesterday was often outdated by the tacti- 
cal developments of today. 

Yet, if provision of good medical service 
to our troops was their objective, they suc- 
ceeded and succeeded magnificently. The 
death rate among wounded casualties was 
only about half that of World War I. Most 
of the threats from disease were met quickly 
and effectively. New gains were made in the 
rehabilitation of the wounded and injured. 
The utilization of critical specialists was far 
better than during World War I. However, 
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let us return to our paradox. Despite this 
record, the “mental anguish” of World War 
I to which our 1942 spokesman referred was 
only a whimper compared with that of re- 
leased World War II physicians. The obvi- 
ous question is “why?” and in attempting 
an answer, I fear it is difficult to avoid 
confusing the symptoms and the disease. 
Let us first attempt a few generalizations: 

For many thousands of American physi- 
cians, World War II lasted for over four 
years with petty irritations growing with 
the passage of time. In the computation of 
logistical requirements for a global war, it 
was inevitable that the estimates were 
sometimes wrong—and the errors led to 
overwork in some localities, prolonged inac- 
tion in others. Despite the establishment of 
the Medical Administrative Corps shortly 
after the end of World War I, the small 
number in the Regular Army meant that 
few medical officers had had much experi- 
ence in their use and that many regular of- 
ficers were themselves accustomed to per- 
forming nonprofessional tasks. As a conse- 
quence, the full utilization of these officers 
was in constant evolution during the war 
with many physicians performing appar- 
ently pointless jobs while the process was 
under way. 

There were also a number of specific 
problems. When divisions were mobilized, 
they were assigned their full contingents of 
medical officers while in training, partly for 
their own training and familiarization with 
the division, partly for medical care for the 
division and training of its medical units. 
The unhappy result of this practice, how- 
ever, was that few of the physicians assigned 
were actually performing any important 
professional work during the long mobili- 
zation training period. Replacement pools 
were established for medical officers like 
all other officers so that a supply of physi- 
cians would be readily available for planned 
future operations or sudden emergencies. 
The result was varying periods of time when 
medical officers had no professional func- 
tions and sometimes filled in their time with 
such activities as “courtesy patrols” or in- 
ventorying post exchanges. Field hospital 
units were sometimes formed and trained 
for shipment in connection with a specific 
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operation, only to have the operation can- 
celled. The result for the medical officers 
was again no professional work and a high 
level of general inactivity. 


Certain critical specialists, notably ortho- 
pedists, neurosurgeons and plastic surgeons, 
who had entered the Army early in the war, 
were retained to care for long-term casual- 
ties in Army hospitals when everyone else 
was leaving on “points.” I might remind 
you that presidential policy at that time di- 
rected that each service provide maximum 
hospitalization benefits to its own casual- 
ties. Here then were some of the problems. 
I leave you the relative importance of each 
and what was the disease and which the 
symptoms. However, in all fairness, I think 
it should be pointed out that all of these 
factors were either outside the control of 
the Army Medical Service or were, judged 
by standards then and previously prevailing, 
eminently sensible and justifiable—no mat- 
ter how we may regret them in hindsight. 


Regardless of the rights and wrongs, one 
thing was clear at the close of World War 
II—there were thousands of physicians, in- 
cluding a large number of Regular Army 
medical officers who had had their fill of 
military service. There was an obvious cor- 
ollary to this, too. If there was to be any 
Army Medical Corps something had to be 
done and done quickly and thoroughly. As 
many of you know, by the time the Korean 
outbreak, much had been done. The Medical 
Service Corps was formed, comprising the 
old medical administrative, pharmacy and 
sanitary corps, and every job held normally 
by a medical officer in the Army Medical 
Service was surveyed, re-surveyed and sur- 
veyed again to see if an officer of this corps 
could hold it. Provision was made for the 
rotation of medical officers to and from dis- 
pensaries and hospitals in order to assure 
an equitable distribution of various types of 
medical practice. Medical officers were re- 
lieved from duty on courts-martial and ad- 
ministrative boards. A graduate professional 
training program was established which 
offered residencies in all the specialty fields 
to young physicians who accepted Regular 
Army commissions. Provision was made for 
additional pay for physicians and dentists 
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beyond that of the grade they held in the 
service. 

The response to this multi-faceted pro- 
gram was slow and hesitant as might be ex- 
pected. However, little by little the tide 
turned. Resignations from the Regular 
Army began tapering and new appointments 
began increasing. We began to see new hope 
again. Then came Korea. To those of us in 
the Surgeon General’s office who had been 
deeply concerned with the rehabilitation of 
the Army Medical Corps and had exulted 
over the precious progress we had made, 
Korea was the ultimate blow. To understand 
this, you must realize that our sole success- 
ful procurement appeal was our residency 
programs. To obtain a residency, a physi- 
cian agreed to accept a Regular Army com- 
mission with the understanding that he 
could resign it after a stated period of time. 
Obviously, we hoped that if we could make 
Army life attractive for him, he would not 
invoke this option. But, it was equally ob- 
vious that Korea was not going to add to 
the attractiveness of Army life to many. 

I think you all know the broad outline 
of what transpired then. We filled the im- 
mediate requirements for the Far East Com- 
mand by interrupting our residency train- 
ing, but at the same time pledging ourselves 
to its resumption. This pledge, I might add, 
was kept. Then after a tense period of wait- 
ing, Public Law 779 or the doctor-dentist 


draft act was passed to take care of our nu- 
merical requirements. But this I would have 
you know because it is fundamental to the 
present philosophy of the Army Medical 
Service. Even before the creation of special 
commissions and boards to supervise the 
conduct of the new draft, we were resolved 


that we would eliminate every possible 
abuse and irritant involving physicians that 
either we or the American Medical Associa- 


tion in its post-World War II survey had 
detected in the Army Medical Service. We 
had already established a basic policy of no 
non-professional duties for medical officers 
and we maintained it rigorously in force as 
we do today. We vetoed replacement pools 
and provided that when divisions and other 


units—even hospitals—were formed, only a 
bare minimum of medical officers would be 
provided until the unit was ready to go into 


Rocky MountTAIn MEDICAL JOURNAL 




















action. We redoubled our efforts to assure 
proper assignments for all medical officers 
based on their training and experience. Fi- 
nally, since the beginning of the Korean 
conflict, every senior medical officer has 
been constantly on the alert for any sign 
of malutilization or malassignment of med- 
ical officers. 


You may well ask me as I frequently ask 
myself what will be the outcome of all this 
—what will be the level of “mental anguish” 
from medical officers who have served with 
us during the Korean campaign. I do not 
know the answer. I pray that they will un- 
derstand that we have faced their problems 
with sincerity and humility for the express 
purpose of eliminating that “anguish.” From 
the many interviews I have had with young 
physicians in Korea and elsewhere, I be- 
lieve many of them do understand. How- 
ever, I think I would be less than realistic 
if I ignored a number of factors which make 
our task more difficult. The priorities of the 
draft act itself are one problem which is 
beyond solution and outside the province of 
the Army Medical Service. But, with any 
system of priorities those who are affected 
quite humanly believe that some priority 
other than their own should have been 
called first. Korea is itself another prob- 
lem of mean magnitude. The present stale- 
mate is as much a problem to the medical 
officers stationed there as to the troops 
themselves. 


Then there are some special military prob- 
lems: We have deliberately kept our draft 
calls as low as possible and the number of 
physicians on duty at the minimum neces- 
sary to fill professional assignments. Conse- 
quently when the first large group of phy- 
sicians in Korea was ready for rotation 
slightly ahead of the original schedule, we 
simply did not have replacements for them 
and they could not leave until their replace- 
ments arrived. This resulted in a special 
rotation delay for some of these medical of- 
ficers despite almost frantic efforts on our 
part. It would hardly be human to expect 
them to enjoy this delay. Tne stalemate in 
Korea has faced us with a dilemma which 
only sporadic Red activity and our medi- 
cal officers themselves have kept from be- 
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ing a real problem. Briefly, if you need X 
number of physicians when a unit is in com- 
bat, you need X-minus so many when they 
are not. If you know the unit will be out of 
combat for a prolonged period, you can 
transfer or even release the medical offi- 
cers, but this is hardly safe when combat 
may blaze up again tomorrow or next week. 
This problem has not been too serious thus 
far, however, because combat has rarely 
been entirely absent and also because our 
medical officers have often made work for 
themselves helping the Koreans, or in sev- 
eral cases, informally staffing reopened Ko- 
rean medical schools. 


I have spoken frankly, not in the hope of 
persuading you that the millenium has ar- 
rived for the physician in the military serv- 
ice nor yet that we have achieved a posi- 
tion of infallibility. Rather, I would have 
you believe that the problem of the physi- 
cian and his proper utilization is one that is 
always in our mind and it is one that we are 
constantly viewing with humility and sin- 
cerity. In this field the stakes are high. We 
have a grave responsibility as trustees for 
the medical profession. We similarly have a 
grave responsibility to the Army Medical 
Service since the caliber of its medical offi- 
cers for the next generation may well de- 
pend on how well we do our job and how 
complete an understanding of our problems 
we achieve. 





Tuberculosis is a completely unnecessary dis- 
ease. It is a communicable disease caused by a 
specific micro-organism. Money spent on its con- 
trol under the guidance of competent adminis- 
trators is more than returned to the general 
economy through eliminating loss of production 
by those so protected and through converting tax 
dollar consumers into tax paying citizens. Al- 
though every person must die eventually of some- 
thing, tuberculosis definitely is not included in 
that group of inevitable fatalities. Desirable 
though it is to spend money on research and con- 
trol programs for heart disease and other non- 
communicable public health problems, it is poor 
economy to do so at the expense of tuberculosis 
control programs. Tuberculosis control, therefore, 
should continue to receive individual support 
from appropriating bodies, public health admin- 
istrators, and the general public.—-James E. 
Perkins, M.D., Bulletin of the NTA, April, 1953. 





The need for hospital beds for the tuberculous 
cannot be reduced but we will see more patients 
treated in general hospitals—John H. Skavlem, 
M.D., The W. Va. Med. J., Dec., 1952. 
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THE ROLE OF ROENTGEN THERAPY IN CARCINOMA 
OF THE BREAST 


D. GARTH EDMUNDS, M.D.* 
SALT LAKE CITY 


In view of present knowledge, it is safe 
to say that radical mastectomy remains the 
only curative mode of therapy available for 
carcinoma of the breast. Any other modali- 
ties are of palliative value only. It is true 
that the work of McWhirter and others, us- 
ing simple mastectomy and intensive, well- 
planned postoperative x-ray, may in time 
alter our ideas regarding treatment of the 
breast. As yet these theories remain to be 
proved. There does exist today much dis- 
agreement as to value of postoperative ir- 
radiation in cancer of the breast. There are 
published numerous series of cases and sta- 
tistics vigorously defending use of x-ray 
following mastectomy and other equally 
sincere and competent clinicians who insist 
it adds nothing to their survival rates. In- 
vestigation of these divergent viewpoints 
reveals that, despite conflicting impressions, 
there are really many points upon which 
nearly all are agreed and the points of dis- 
agreement center around a small percent- 
age of the total cases. For example, it is 
usually agreed that in early cases with no 
demonstrable spread, radical mastectomy is 
sufficient. It is likewise usually conceded 
that inoperable cases are best handled by 
irradiation. The indications for, and the 
limitations of, both radiation therapy and 
surgery must be evaluated and based on a 
logical classification grounded on anatomic 
spread of the tumor. Such a classification 
has already been published by Dr. U. V. 
Portmann and has proved extremely prac- 
tical in influencing treatment. It is pre- 
sented now as the basis on which future 
recommendations will be made: 


A. Group or Stage 1 (Portmann) 


Skin: Not involved. 

Tumor: Localized in breast and movable. 

Metastases: None in auxiliary lymph nodes or 
elsewhere. 


B. Group or Stage 2 
Skin: Not involved. 


*Clinical Associate Cancer Teaching Program and 
Clinical Instructor of Radiology, Clinical Assistant, 


Department of Surgery, University of Utah College 
of Medicine. 
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Tumor: Localized in breast and movable. 
Metastases: Few auxiliary lymph nodes involved, 
no metastases elsewhere. 


C. Group or Stage 3 
Skin: Edematous, brawny red induration or in- 
flammation not obviously due to infection, ex- 
tensive ulceration, multiple secondary nodules. 
Tumor: Diffusely infiltrating breast, fixation of 
tumor or breast to chest wall, edema of breast, 
secondary tumors. 


Metastases: Many auxiliary lymph nodes in- 
volved or fixed, no clinical or roentgenologic 
evidence of remote metastases. 


D. Group or Stage 4 


Skin: As in any other group or stage. 

Tumor: As in any other group or stage. 

Metastases: Auxiliary and supraclavicular lymph 
nodes extensively involved, clinical or roent- 
genologic evidences of more remote metastases. 


To say that every palpable nodule in the 
breast is a tumor and therefore must be 
excised and examined microscopically is 
foolish. The obvious multiple nodules of 
cystic disease, for example, does not dictate 
that each nodule be removed. This would be 
something akin to removing every pig- 
mented lesion of the skin for fear of melan- 
oma. However, the concept of surgical ex- 
cision of every “dominant lump” of the 
breast is strongly urged. An area of the 
breast that arouses suspicion is better re- 
moved and subjected to immediate micro- 
scopic diagnosis, although 70 per cent of 
breast masses prove to be benign. If benign, 
therapy is complete. If malignant, and no 
contraindication exists, then radical mas- 
tectomy is advised. Radical mastectomy is 
justified in extremely small breast carcino- 
mas for it has often been shown that they 
may have spread early to the axillary 
glands. The following arguments and pro- 
cedures are advanced, based largely on 
Portmann’s classification, for a rational 
treatment of breast carcinoma. 


Preoperative X-Ray 
It would seem completely illogical to em- 
ploy preoperative x-ray to operable tumors 
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of the breast. This does not mean that x-ray 
could not or would not greatly alter and in 
some cases destroy small localized growths. 
The objection is primarily that correct di- 
agnosis of any breast nodule rests on micro- 
scopic proof. The best way for determining 
what type of growth is being dealt with is 
to excise it and examine it microscopically. 
The x-ray treatment and “cure” of undiag- 
nosed malignancies should be, and is, con- 
demned. Further, the use of preoperative 
x-ray either alone or in combination with 
postoperative x-ray has been shown to add 
nothing to the survival rates as compared 
to postoperative x-ray therapy alone. 


Group 1: Following Portmann’s classifi- 
cation, tumors of this stage are those having 
no evidence of spread beyond the localized 
tumor area. There is no axillary involve- 
ment present. Actually, if the surgeon were 
psychic and could, without error, foretell 
that no axillary glands were involved, the 
axillary dissection could be eliminated. Ob- 
viously, no one can. Twenty to 25 per cent 
of breast malignancies in the usual series 
will be in Group 1 and the five-year survival 
rate roughly 80 to 85 per cent. This leaves, 
obviously, 15 to 20 per cent who succumb 
to the disease in relatively short periods of 
time following surgery. It seems contradic- 
tory that an apparently localized tumor, 
with no microscopic evidence of axillary 
involvement, should not respond uniformly 
to radical removal of the involved organ. 
It must be accounted for by three facts: 1. 
The pathologist has failed to detect axillary 
metastases present. That this may well be 
has been shown repeatedly. To rule out 
such an eventuality would mean that serial 
sections would have to be made on every 
Imph node removed with the surgical speci- 
men. Such a procedure would run into a 
tremendous number of sections and, ob- 
viously, could not practically be done. 2. 
It is highly possible that metastatic spread 
may have skipped the axillary depots and 
passed through or around them to other 
areas. 3. Lymphatic spread may, as demon- 
strated by Sampson Handley and others, 
have gone by other routes such as the inter- 
costal vessels to the internal mammary 
chain of nodes, and the axilla be entirely 
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free of metastases. Such a route is espe- 
cially true of tumors of the inner upper 
quadrant of the breast. 


Many of these factors are considered by 
surgeons in advising routine postoperative 
x-ray therapy. It is easy to see the conten- 
tion that undetected involvement of the ax- 
illa, supraclavicular or mediastinal areas 
may be present. On the other hand, it may 
be objected, that since it is impossible to 
tell which of the Group 1 lesions will be 
cured by surgery alone, and since it is not 
known exactly where metastases might be 
and, therefore, where radiation should be 
given, and since the cure rate by surgery 
alone is high, there is no valid reason for 
expense and morbidity of routine postoper- 
ative radiation therapy. We concur in this 
latter viewpoint and it has been our expe- 
rience: that no absolute statistical evidence 
can be presented to demonstrate that the 
five-year survival rates of Group 1 car- 
cinoma of the breast have been increased by 
routine postoperative roentgen therapy. 


Group 2: In approximately 25 per cent of 
malignant breast tumors operated upon, 
metastases to axillary nodes will be found 
microscopically. These nodes are not detect- 
able clinically and radical mastectomy is 
justified. Obviously, the prognosis is less 
favorable than in Group 1 lesions. The five- 
year survival rate for such tumors remains 
at less than 50 per cent by operation alone. 
It is at this level that arguments for and 
against postoperative roentgen therapy be- 
come operative. Preoperative irradiation is 
deemed inadvisable because the extent of 
involvement and, indeed, positive diagnoses 
are not ascertained until after surgery. 
Since over 50 per cent of Stage 2 cases die 
from cancer within five years, it must be 
that extension of the disease has taken place 
beyond limits of the tissue removed. The 
most common route for metastatic spread 
is first to the axilla and then to supraclav- 
icular nodes. It is to be stressed again that 
cancers of the inner upper quadrant of the 
breast may spread initially to internal mam- 
mary nodes without any axillary node in- 
volvement. True, surgery has been extended 
recently so that, in many cases, all three 
areas are radically removed. Eventual fol- 
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low-up and statistics will be needed prop- 
erly to evaluate the benefits of this surgical 
extension. At present, it seems both logical 
and proved by experience, that postopera- 
tive x-ray therapy will add years to sur- 
vival rates. There is no argument that x-ray 
can and does kill malignant cells and serves 
to delay growth of those malignant tissues 
it cannot completely destroy. Therefore, 
it should be used to those areas where ex- 
tension may have taken place. The pro- 
cedure may not cure and should be regarded 
as palliative, but the five-year survival rate 
of Group 2 cases will be increased by 15 
to 20 per cent. There are numerous excellent 
men in the field who regard x-ray post- 
operatively as of little or no value. An 
analysis of most published series shows that 
one reason is inclusion of more advanced 
cases than Stage 2 carcinomas. A second 
and vitally important reason is the method 
and dosage of x-ray therapy given. This is 
often grossly inadequate and poorly 
planned. There is no more reason to expect 
poorly conceived and improperly executed 
roentgen therapy to achieve miracles than 
careless and incomplete surgery. The argu- 
ment is often advanced that x-ray therapy 
should be withheld until evidence of recur- 
rence or spread becomes obvious. This is in 
direct contradiction to repeated warnings 
the profession extends to the lay public, 
that cancer must be diagnosed and treated 
early if we expect favorable results. Since, 
in 50 per cent of Grade 2 cancers of the 
breast, we know residual cancer exists and 
the most common routes of extension are 
also known, it would seem wise, logical, and 
necessary to treat these potential areas rad- 
ically by the only proved means available, 
though the percentage of survivals is admit- 
tedly not greatly increased thereby. 


Groups 3 and 4: When a malignant tu- 
mor of the breast has so increased in size 
as to have invaded the surrounding tissues, 
the clinical signs of advanced disease are 
present and the case enters the range of in- 
operable, incurable cancers of the breast. 
Patients exhibiting the classical clinical 
signs of advanced disease are subdivided by 
Portmann into Group 3 and Group 4. Group 
3 differs from Group 4 only in the evidence, 
clinically or roentgenologically, of distant 
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metastases. It is usually true that 50 per 
cent of cases of cancer of the breast are 
still being seen for the first time in these 
later stages. In our experience, Group 4 
constitute 15 to 20 per cent of cases and 
Group 3, 30 to 35 per cent. Five-year sur- 
vival rates following radical surgery alone 
have proved that this mode of treatment 
is valueless in far-advanced cancer. The per- 
centage of patients surviving five years av- 
erages roughly 5 per cent, which is no 
better than the expectant survival rates of 
patients receiving no treatment. The five- 
year survivals can be increased 15 to 20 per 
cent in Stage 3 cases by x-ray therapy prop- 
erly given. In this same category must be 
placed the cases which preoperatively 
seemed to be localized, with normal skin 
and no clinical evidence of axillary involve- 
ment yet which, postoperatively, are found 
to have extensive axillary node involve- 
ment. The surgery may have been justified 
but, actually, the prognosis is not altered 
and these individuals must be regarded as 
being in Stage 3. It is the unfortunate mis- 
take of many published series of cases that 
these are regarded as early operable can- 
cers and postoperative therapy decried be- 
cause it does not add to their survival rates. 


It is strongly urged that in far-advanced 
cases, careful thought be given each indi- 
vidual before surgery is recommended or 
done. Haagensen and Stout have outlined 
their “Criteria of Inoperability” and they 
have been widely accepted and used. Simi- 
larly, Portmann in 1937 listed the “Criteria 
of Incurability”: 


Criteria of Incurability (Portmann) 


The Skin: 
(1) Edema of more than slight extent. 
(2) Uiceration of more than slight extent. 
(3) Brawny red and 
due to infection 


inflamed, not obviously 


(4) Multiple secondary nodules. 


The Breast: 
(1) Diffusely edematous 
(2) Diffusely infiltrated. 
(3) Secondary tumo1 


(4) Fixation of the 
wall. 


tumor or breast to chest 
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Metastases: 
(1) Axillary lymph nodes numerous, exten- 
sively involved and fixed. 


(2) Supraclavicular lymph nodes or edema of 
arm. 


(3) Involvement of contralateral breast or 
lymph nodes. 


(4) Remote metastases in bones, lungs or other 
viscera. 


Practical experience will amply bear out 
usefulness of these criteria in reaching de- 
cisions regarding surgery. Certainly, if phys- 
ical examination reveals these signs of 
incurable, inoperable cancer, radical sur- 
gery is contraindicated. We feel, along with 
Deaver, Portmann, Schmitz and others, that 
radical intervention not only does not add 
comfort nor prolongation of life but may 
actually seem to speed the process up. This, 
of course, raises the question of how incur- 
able, inoperable cancers should be treated. 
There are many who advocate removal, by 
simple mastectomy, of the tumor, followed 
or not by x-ray therapy. This is especially 
tempting with the foul, odorous, ulcerating 
lesions. It is our impression that operative 
intervention of any sort is not advisable as 
a preliminary step. The criteria listed above 
were for “inoperability” and mean just that. 
Surgery on these cases has definitely 
seemed to accelerate spread of the disease 
and shorten the life of the patient. It con- 
tributed nothing to management of the case 
which could not have been achieved better 
by other means. Grade 3 and Grade 4 can- 
cers of the breast are inoperable, incurable 
and are best handled by intensive x-ray 
therapy. Ulcerative, malodorous lesions usu- 
ally respond rapidly and odor vanishes 
within a few days. Five-year survival rates 
may be raised by 10 to 15 per cent in coh- 
trast to surgery which has shown to have 
no favorable effect on rate of survival. 


The object of irradiation of inoperable 
cases should be to deliver as high a dose 
as possible to the entire breast area. This 
paper will not be concerned with technics 
of irradiation, as they will vary greatly, 
but is concerned with the rationale in its 
use. Nearly all leading oncological surgeons 
and clinics advocate that far-advanced or 
inoperable lesions be given x-ray therapy. 
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It seems highly illogical to insist that there 
is no justification or use for the modality 
in cases such as Grade 2, where there must 
be residual tumor following surgery. 


Local Recurrences: The treatment of lo- 
cal recurrences of the skin following sur- 
gery are best treated by irradiation. Single 
small nodules can be excised surgically but 
are usually multiple and hence surgery is 
unwise and unnecessary. 


Metastases: There are two methods avail- 
able for treatment of distant metastases: 
x-ray and hormones. Neither is curative and 
both are only temporarily palliative. Never- 
theless, dramatic relief from pain, increased 
comfort, sense of well-being, increased 
strength and appetite following use of 
either are reasons enough for their use. 


Roentgen treatment of metastases has, 
in our experience, given most dramatic, 
prolonged and dependable relief from pain 
and greater resolution of tumor masses. 
The osseous metastases seem to form new 
bone best under hormonal therapy. Unfor- 
tunately, in a small but definite number 
of cases, the disease is accelerated by ad- 
ministration of hormones and must be 
closely supervised. Too, many side reac- 
tions such as hirsutism, masculinization and 
deepening of voice are objectionable to the 
patient. The marked and embarrassing in- 
crease in libido experienced by many 
women has been the most constant com- 
plaint. In the majority of cases, a combina- 
tion of x-ray and hormonal therapy has 
proved superior to either alone. 


Sterilization: Routine roentgen-ray steri- 
lization of premenopausal women found to 
have carcinoma of the breast is advocated. 


Summary 


1. Indications for, and limitations of, 
roentgen therapy and surgery should be 
evaluated on the basis of anatomic spread 
of the disease. 


2. Classification based on anatomic 
spread, suggested by Dr. U. V. Portmann, 
has been found to be logical and practical. 


3. Radical mastectomy, without postoper- 
ative x-ray, is the treatment of choice in 
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carcinoma of the breast with no axillary 
node involvement. 


4. Radical mastectomy in combination 
with postoperative x-ray is the treatment 
of choice in carcinoma of the breast with 
minimal axillary node involvement. 


5. Carcinoma of the breast, found to have 
extensive axillary node involvement and 
determined after surgery, should be given 
intensive postoperative x-ray therapy. 


6. Inoperable, incurable carcinoma of the 


breast (Grade 3 and Grade 4) should be 
treated by irradiation alone. Radical or sim- 
ple mastectomy is contraindicated. 


7. Local skin recurrences are best treated 
by irradiation. 


8. Metastases may be treated by x-ray or 
hormonal therapy although, in the major- 
ity of cases, the combination of both is to 
be preferred. 


9. Routine sterilization of premenopausal 
women is advocated. 





THE DIFFERENTIAL DIAGNOSIS AND MANAGEMENT OF ACUTE 
PHARYNGITIS* 


JOHN F. WALDO, M.D. 
SALT LAKE CITY, UTAH 


One of the most common entities en- 
countered in the ordinary clinical practice 
is that of acute pharyngitis. It is estimated 
by the Public Health Service that acute 
pharyngitis is the third most common cause 
of absenteeism among workers in industry. 
This is exceeded only by the common cold 
and acute diarrheas. Inasmuch as this en- 
tity is so common, it would seem profitable 
to review our present knowledge of acute 
pharyngitis and its differential diagnosis. 
The symptoms of a sore throat are perfectly 
evident; the differential diagnosis is not 
always so, and differential diagnosis is of 
utmost importance, because with our pres- 
ent available medications, most of these 
infections can be treated quite specifically, 
but unfortunately there is no common ther- 
apy for all. 


The most common acute sore throat is the 
so-called virus sore throat which, of course, 
is essentially a non-bacterial infection but 
one whose exact etiology is not well dem- 
onstrated. This is seen commonly as the 
initial symptom of the common cold 
as well as many of the acute infectious dis- 
eases. As a general rule, on examination 
the throat appears entirely benign or may 
appear slightly edematous and somewhat 
reddened, but usually color changes are not 
pronounced and really very little can be 





*Presented before the Utah State Medical Associa- 
tion, September 4-6, 1952. 
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seen in the throat. Adenopathy is minimal 
and one usually has little more than symp- 
toms for a diagnosis. This type of sore throat 
is not amenable to treatment with the anti- 
biotics and is usually handled best by local 
therapy and by treatment of the disease 
with which it is subsequently found to be 
associated. 

Fifty years ago epidemics of diphtheritic 
sore throat were common and within the 
realm of every doctor’s experience. Since 
that time, however, with appropriate im- 
munization and with better sanitation, diph- 
theria has become less and less common and 
indeed is now sufficiently rare that many 


doctors go through medical school and a 
residency without ever having seen a case. 
It should be pointed out immediately that 
diphtheria is an entirely preventable dis- 


ease if appropriate immunization is prac- 
ticed and that there is no reason why we 
should ever see a case of this disease. In 
many states this is essentially true; in Utah, 
however, and the intermountain country 
such, unforfunately, is not the case. Diph- 
theria, while not a common cause of acute 
pharyngitis, was reported five times in 1951 
and four times up to September, 1952, in 
Utah. In 1948, however, 158 cases were re- 
ported. Thus we in this area must be con- 
stantly aware of the possibility of diphtheria 
when we see a patient with a very severe 
sore throat. To review briefly the symptoms 
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of diphtheria, the incubation period is short, 
averaging two to five days, after which the 
patient develops an extremely sore throat. 
It should be emphasized that by and large 
the patient will say that his throat is sorer 
than it has ever been before. Adenopathy is 
moderate to marked and indeed in gravis 
diphtheria one commonly sees the charac- 
teristic bull neck which is quite diagnostic 
of this type. On examination of the throat, 
one sees a grossly red, edematous throat, 
with a dirty-grey membrane, either spotty 
or confluent over the involved area. When 
the disease becomes fairly well advanced 
the diphtheritic membrane develops a 
rather characteristic musty, necrotic odor 
which again is helpful in the differential 
diagnosis. The diphtheritic membrane is 
deeply attached to the mucous membrane 
and on removal the exposed surface usually 
bleeds freely. Occasionally the membrane 
is in the nose or nasopharynx or low in the 
oral pharynx, so careful search must be 
made for it. The diagnosis, as long as it is 
suspected, is really easily made. All that is 
necessary is that one should lift the edge 
of the membrane and carefully smear some 
of the material that is collected from the 
raw area on a slide. This may be stained by 
any method, as long as the examiner is fa- 
miliar with that method and should then 
be examined for the characteristic Coryne- 
bacterium diphtheriae. At the same time, 
of course, whenever it is feasible, adequate 
cultures should be taken and placed in the 
incubator for examination in fifteen to 
twenty-four hours. I stress, however, the 
presumptive diagnosis made by the slide 
examination because this is a method easily 
available to any doctor and one which will 
make a very adequate presumptive diag- 
nosis if careful examination of the material 
is carried out. 


It goes without saying that early diagnosis 
of diphtheria is absolutely essential. While 
it is certainly true that we have some evi- 
dence that the Corynebacteria are sensitive 
to penicillin, this is a relative sensitivity 
and the organisms are not killed rapidly. It 
also must be borne in mind that the organ- 
isms themselves do little harm and that the 
toxin they produce is the pathogenic agent 
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and is the substance which will be respon- 
sible for the patient’s death or severe disa- 
bility if not handled appropriately; there- 
fore, of course, one should not rely on the 
antibiotics at all but should administer 
diphtheria antitoxin promptly and in appro- 
priate dosage. The dose of antitoxin that 
should be used is a matter of considerable 
controversy and, if one searches through 
the literature, one can find recommenda- 
tions for almost any dose from 5,000 to 500,- 
000 units. We have, in general, felt that a 
dose of about 100,000 units given in a single 
dose was a Satisfactory one. The size of the 
dose of antitoxin is by no means as impor- 
tant as the early administration of antitoxin 
and it cannot be stressed too strongly that 
the early diagnosis of diphtheria and its 
prompt antitoxin treatment is the most es- 
sential feature of the management of this 
disease. Statistically, there can be no ques- 
tion that those patients with diphtheria 
treated in the first forty-eight hours of their 
disease do much better, have a lower mor- 
tality and a much lower morbidity than 
those who are treated after the first forty- 
eight hours. We have in general made it a 
practice that if the patient has had diph- 
theria for more than forty-eight hours, we 
give about 60,000 units of antitoxin intra- 
venously and the other 40,000 intramuscu- 
larly. All antitoxin administration is given 
only after adequate skin-testing for sensi- 
tivity to horse serum has been carried out. 
Under ordinary circumstances the entire 
dose should be given at once and there is 
certainly no advantage to repeating anti- 
toxin on the following day or any time 
thereafter. 


These patients must be treated conserva- 
tively with bed rest and careful observation 
because of the relative frequency of the 
complications of acute myocarditis and/or 
peripheral neuritis. In summary then, diph- 
theria is a preventable disease which, how- 
ever, is still seen on occasion in Utah and 
which must above all forms of acute pharyn- 
gitis be recognized early and treated 
promptly, specifically and vigorously. 


Streptococcal pharyngitis is perhaps one 
of the most common forms of acute bacte- 
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rial pharyngitis in this area. Its character- 
istics are that of the acute severe sore throat 
with a good deal of systemic toxicity ac- 
companying it. On examination the throat 
can be seen to be bright, beefy-red and 
usually markedly edematous. On occasion a 
dirty-grey membrane may be seen either 
in patches or confluently covering the entire 
pharynx. This membrane differs from that 
of diphtheria inasmuch as the color is some- 
what different, it does not have the necrotic 
odor and it is relatively easily removed from 
the throat and leaves no bleeding base. Evi- 
dently, however, if the membrane is pres- 
ent it must be considered to be diphtheritic 
until a smear has proved it otherwise. 


In the treatment of acute streptococcal 
pharyngitis, penicillin is certainly the drug of 
choice and inasmuch as the beta-hemolytic 
streptococcus is ordinarily markedly sensi- 
tive to penicillin, either procaine penicillin 
or Bicillin may under ordinary circum- 
stances be safely used. While it is true that 
most patients with streptococcal pharyngitis 
will subside spontaneously in a matter of 
a few days, the evidence presented by Ram- 
elkamp and his associates regarding the 
markedly decreased instance of rheumatic 
fever among those patients with streptococ- 
cal pharyngitis treated early with penicillin 
makes one feel that it is mandatory that 
streptococcal pharyngitis should be treated 
promptly with penicillin. It should also be 
remembered that while a single injection of 
penicillin will ordinarily cause the symp- 
toms of streptococcal pharyngitis to subside, 
the incidence of relapse is high and it is 
essential to give the patient enough peni- 
cillin to permit adequate penicillin levels 
for.a period of five to seven days. Of par- 
ticular interest recently has been Ramel- 
kamp’s demonstration of the close correla- 
tion between the complication of glomerulo- 
nephritis following a streptococcal pharyn- 
gitis and the incidence of Type 12, Group A 
streptococci. This gives further reason for 
the prompt penicillin therapy of streptococ- 
cal pharyngitis. 


A third common form of acute pharyngi- 
tis is that caused by the Vincent organisms 
and is frequently associated with Vincent’s 
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angina. This sore throat is characterized 
by spotty soreness in the throat and 
on examination one sees relatively deep, 
punched-out ulcers with ragged edges. On 
smear of the ulcer stained with gentian vio- 
let, the large spirochete and the fusiform 
bacteria, characteristic of Vincent’s infec- 
tions, are usually seen. This sore throat is 
usually associated with rather marked aden- 
itis in the neck and frequently the patient 
will be moderately toxic; however, not so 
toxic as the patient with streptococcal 
pharyngitis or diphtheria. This infection is 
ordinarily well managed with penicillin; 
however, an occasional infection will be 
found quite resistant to penicillin and in 
these injections of marpharsen intrave- 
nously ordinarily produce dramatic 
therapeutic results. 


will 


Perhaps most frequently undiagnosed is 
the sore throat associated with infectious 
mononucleosis. This is seen most commonly 
in young adulats and may simulate 
nearly any other form of sore throat. More 
frequently than not perhaps the throat re- 
sembles that of a streptococcal throat with 
the beefy-red color in which one occasion- 
ally sees small ulcerated areas. Occasionally, 
however, one sees the throat associated with 
infectious mononucleosis with a full con- 
fluent membrane which is entirely remi- 
niscent of the membrane of diphtheria. 
Differential diagnosis is made by-the finding 
of diffuse adenopathy through the neck and 
other areas of the body and the finding in 
a high percentage of cases of a palpable 
spleen. Diagnosis is confirmed by the find- 


ing of an abnormal blood smear and a rising 
heterophile antibody titer. It is, of course, 
highly essential that in the differential diag- 
nosis one does careful cultural studies of the 
throat, because a patient with infectious 
mononucleosis is somewhat more suscepti- 


infec- 
ntly one sees the com- 


ble than normal to other bacterial 
tions and not infrequ¢ 
plication of a streptococcal pharyngitis 
accompanying this disease. If, however, ap- 
propriate cultures demonstrate no patho- 


genic organisms, no particular antibiotic 


therapy is indicated. The evidence now 
seems adequate that infectious mononucleo- 
sis is helped little if at all by the administra- 
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tion of aureomycin. If one finds a secondary 
streptococcal infection or some other spe- 
cific infection, then it can be treated spe- 
cifically with the appropriate antibiotic. One 
thing should be stressed. Patients with in- 
fectious mononucleosis are inclined to suf- 
fer relapses and a long drawn-out disease if 
they are not confined to bed during the ac- 
tive stage of the disease. It seems therefore 
advisable that a patient with symptomatic 
infectious mononucleosis should be confined 
to bed for a period of ten days to two weeks, 


even though he may feel very well during 
most of this time. 


Syphilis, the great mimic of all other dis- 
eases, shows no exception as far as pharyn- 
gitis is concerned and may produce a phar- 
yngitis either in its secondary phase or in 
the late teritary phase. The sore throat of 
secondary syphilis is the one most com- 
monly encountered and the patient presents 
with a rather chronically sore throat usually 
not terribly severe, but on examination the 
throat shows ragged ulceration and is usu- 
ally only moderately red. There may be 
an exudate over the posterior phar- 
ynx. Cervical adenopathy is variable but 
ordinarily is not as severe as that seen in 
streptococcal infection or diphtheria. At this 
stage of syphilis, of course, the blood sero- 
logic test is positive and the diagnosis can 
easily be confirmed this way. It is possible 
to confirm the diagnosis by dark-field 
examination but some of the mouth 
spirochetes are so similar to the spirochete 
of syphilis that unless one has wide experi- 
ence in the darkfield diagnosis, it would be 
unwise to try to depend on a differential 
diagnosis based on this type of examina- 
tion. This sore throat, of course, responds 
promptly to penicillin. It is essential, how- 
ever, that this disease be recognized because 
if the patient is treated for only three or 
four days, as one might well do in other 
acute pharyngitises, then the secondary 
manifestations including the sore throat 
would: recede completely but the patient 
would represent then a luetic who had re- 
ceived inadequate treatment and, hence, 
would be subject to relapse and to the late 
complications of syphilis. 
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In any chronic sore throat, the problem of 
malignant disease of the throat or the lar- 
ynx must be carefully considered and looked 
for. This, however, is usually fairly easily 
recognized and appropriate biopsy will es- 
tablish the diagnosis beyond any reasonable 
question. 


This, then, represents the major group of 
clinically distinct entities producing pri- 
marily an acute pharyngitis. There are nu- 
merous other organisms that are occasion- 
ally implicated in pharyngitis, usually of a 
milder sort, such as Hemophilus influenza, 
the staphylococcus possibly, and perhaps 
even occasionally the pneumococcus or 
meningococcus. These, however, are of du- 
bious etiologic importance and one is al- 
Ways suspicious as to the exact etiology 
when these organisms are reported. Most 
commonly it turns out that these sore 
throats are the ones associated with viral 
infections and that they are not effectively 
treated by any antibiotic. 


Acute pharyngitis, then, represents a 
group of diseases that have obvious symp- 
toms and obvious physical findings, whose 
differential diagnosis with simple labora- 
tory methods is usually easy. One would 
think that the ordinary severe pharyngitis 
should have, as a minimum laboratory 
workup, a throat culture and smear, a white 
count with adequate examination of the 
blood smear to exclude infectious mononu- 
cleosis, and a serologic test for syphilis. This 
will include or exclude almost all of the 
infections of the throat that are treatable 
by specific methods. An acute pharyngitis 
is usually easily treated if the exact etiology 
is recognized. It is particularly important 
now that recognition be early, because as 
has been pointed out, the early treatment 
of diphtheria and the streptococcal pharyn- 
gitis is of primary importance and the time 
element is far more important than the dose 
of the therapeutic agent or any other single 
factor in the successful management of the 
diseases. Appropriate examination takes 
but a few minutes and may save both the 
physician and the patient a tremendous 
amount of time and trouble in the future. 
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Montana Diamond 
Jubilee Program 


The scientific program of the Montana Medical 
Association’s Diamond Jubilee Meeting at Billings 
will be held in the Science Building of Eastern 
Montana College of Education between the hours 
of 9 a.m. and 5 p.m. on Thursday, September 17, 
and Friday, September 18. The business sessions 
and administrative meetings of the Association 
will be held on Saturday and Sunday, September 
19 and 20, in the Assembly Room of the Northern 
Hotel. 


A Clinical-Pathological Conference will be held 
between the hours of 1 and 2 p.m. on Thursday, 
September 17, and Friday, September 18. The 
participants in the first Cilinical - Pathological 
Conference will include John A. Layne, M.D., 
and Robert S. Leighton, M.D., of Great Falls and 
Thomas L. Hawkins, M.D., of Helena. Mary 
Martin, M.D., of Billings will be Moderator. Par- 
ticipants in the second Conference will include 
James G. Sawyer, M.D., Butte; Harry W. Power, 
M.D., Great Falls, and Malcolm D. Winter, M.D., 
Miles City. Eugene Hildebrand, M.D., Great Falls, 
will be Moderator. 

Speakers for the Scientific Program on Septem- 
ber 17-18 are: James Barrett Brown, M.D., St. 
Louis, Missouri: “Management of Compound 
Facial Injuries” and “Management and Repair 
of Severe Burns;” Alson E. Braley, M.D., Iowa 
City: “Emergency Care of Ocular and Periocular 
Injuries;’ Joseph C. Edwards, M.D., St. Louis, 
Missouri: “Diagnosis and Treatment of Essential 
Hypertension” and “The Use and Abuse of 
Antibiotics;’ John E. Hobbs, M.D., St. Louis: 
“Office Treatment of Gynecological Problems” 
and “The Treatment of Bleeding During Preg- 
nancy;” W. G. Klingberg, M.D., St. Louis: 
“Erythroblastosis Fetalis” and “Juvenile Diabetes 
Mellitus;” Charles K. Petter, M.D., Waukegan, 
Illinois: “Evaluation of Newer Methods of Treat- 
ment of Tuberculosis,” and J. William Thompson, 
M.D., St. Louis: “Surgical Diseases of the Biliary 
Tract—Practical Points of Management” and 
“Trends in Surgical Treatment of Peptic Ulcer.” 

The final program with full details will be 
mailed to all members about August 15. 

Scientific exhibits will again be presented at 
this Anniversary Meeting. More than twelve ex- 
hibits prepared by Montana physicians will be in- 
stalled in the classrooms of the Science Building 
adjacent to the registration desk. Each of the 
scientific exhibitors has devoted much time and 
research to his project and we urge all physicians 
to reserve time to visit these interesting displays. 
In addition, a fine array of technical exhibits 
has been arranged. Each of these technical ex- 
hibitors will present ideas of interest to all 
physicians. 


674 









Society Notices News - 


Auxiliary 


Arrangements have been completed by the 
Yellowstone Valley Medical Society to serve an 
appetizing luncheon at the college immediately 
preceding the Clinical-Pathological Conferences. 
This will eliminate the necessity of returning to 
down-town Billings for luncheon. 


To commemorate the 75th Anniversary of the 
Association, an unusual program of entertainment 
has been arranged for the Annual Reception and 
Banquet on Thursday evening, September 17, 
in the main ballroom of the Northern Hotel. The 
guest speaker at the banquet will be Mr. Robert 
B. Richardson, President of the Western Life 
Insurance Company. His address will be of ex- 
ceptional interest and we urge all members to 
plan to attend the Reception and Banquet. It 
will be a memorable occasion. 


Special functions for the entertainment of doc- 
tors’ wives are being planned by the Woman’s 
Auxiliary to this Association. 





UTAH 
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SOUTHWESTERN SURGICAL CONGRESS 


The Fifth Annual Meeting of the Southwestern 
Surgical Congress will be held on the dates of 
September 21-22-23, 1953, at the Hotel Utah, Salt 
Lake City, Utah. In addition to selective, informa- 
tive scientific papers by members of the Con- 
gress, the following eminent guest speakers will 
be presented during the sessions: 


Warren H. Cole, M.D., Professor and Head of 
the Department of Surgery, University of Illinois; 
James Barrett Brown, M.D., Professor of Cilinical 
Surgery, Washington University School of Medi- 
cine, St. Louis, Missouri; Thomas G. Orr, M.D., 
Professor of Surgery, University of Kansas School 
of Medicine, Lawrence, Kansas; Samuel F. Mar- 
shall, M.D., Lahey Clinic, Boston, Massachusetts; 
Lawrence P. Engle, M.D., Associate Professor 
of Surgery, University of Kansas School of Medi- 
cine, Lawrence, Kansas; Everett D. Sugarbaker, 
M.D., Chief Surgeon, Ellis Fischel State Cancer 
Hospital, Columbia, Missouri; Philip B. Price, 
M.D., Professor of Surgery, University of Utah 
School of Medicine, Sait Lake City, Utah; John 
Z. Bowers, M.D., Dean of University of Utah 
School of Medicine, Salt Lake City, Utah. 

This is the first time the Congress has held 
its annual meeting west of the Rockies, and the 
prestige of the guest speakers attending, along 
with excellent papers to be presented by members 
of the Congress, should make attendance worth- 
while. Information concerning housing and reser- 
vations has already been sent to members of the 


Congress. All physicians are cordially invited 
to attend. For further information, please write 
to the Southwestern Surgical Congress, Central 
Office, 1227 Classen Drive, Oklahoma City 3, 


Oklahoma. 
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Clinical Results* with Banthine Bromide 


(Brand of Methantheline Bromide) 

































































































































































22 Published Reports Covering Treatment of 1443 Peptic Ulcer Patients with Banthine 
Comprising the reports published in the literature to date which give specific facts and figures of the results of treatment 
AuTHoRS pi.ot festa a ee wee Chaty Pain) ‘ md — EVIDENCE OF HEALING 
Therapy Duodenal | Jejunal | Stomal | Gastric |] Good Fair Poor =o a of Drug? Complete | Moderate None No Report 
| Grimson, Lyons, Reeves 100 100 93 7 80 u 4 5 47 19 2 
Friedman 15 15 4 1 5 4 e 2 13 
Drgheere, Weten. Sore. 26 26 21 5 ef 4.14 7 6 12 
rey: Groans. Cfuerdel 162 162 16 | 12 | 1 3 1 uu y 7 129 
Segal, Friedman, Watson 34 xu us “4 13 7 2 5 8 “4 
Brown, Collins 17 99 117 7 7 8 5 8 55 9 8 40 
Asher 7 65 7 5 52 9 16 16 9 21 47 
en ta Vega, 5 4 5 4 1 3 2 
Winkelstein 116 116 102 8 6 102 “4 53 18 45 
Hall, Hornisher, Weeks 18 18 18 ll 1 6 1 
Maier, Meili 38 38 24 14 27 7 v 10 2 5 21 
Meyer, Jarman 25 18 25 21 a 25 
Poth, Fromm ky) 37 37 33 3 1 33 3 1 
Plummer, Burke, Williams 4 4l 4 36 5 3B 3 
McDonough, O'Neil 104 100 104 63 10 3 ll 4 ll 89 
Broders 60 60 58 1 1 35 19 6 10 1 49s 
Legerton, Texter, Ruffin lu ll ll ll 
— 16 69 16 35 27 10 4 10 26 10 36 
Ogborn a 39 2 1 42 42 
Shaiken 48 48 48 33 10 3 2 33 10 3 
Johnston M45 145 145 143 2 2 143 2 
| Rossett, Knox, Stephenson|| 146 141 5 146 4r0 53 93 
' TOTALS 1443 968 1380 17 8 38 1142 132 131 12 26 ‘54 552 52 179 634 
PERCENTAGES 67.8 95.6 12 06 246 81.3 9.4 9.3 3.7 70.5 66 22.9 
: 1. Not included in tabulations. 6. Two with symptoms only; no demonstrable ulcer. 
i 2 WiSvEadene of tecieg 2a Mane & Sescagen Gade tan Sacbeoe gumed eenowetins wanes tat anoeel aaeat 
f : aber a Sacameenaent ‘ove pen. obstructive. a in items tens caer abet at eons’: Banthine was discontinued 
{ 5. No symptoms were present in four. because of urinary retention. 
During the past three years, more than 250 During treatment, 26 patients required 
- references to Banthine therapy in peptic ulcer surgery or developed complications other 
and other parasympathotonic conditions have than ulcer which required discontinuance of 
appeared in medical literature. Of these re- the drug before results could be evaluated. 


ports, 22 have presented specific facts and 
figures on the results of treatment in a total of 
1,443 peptic ulcer patients, 67.8 per cent of 
whom were reported as chronic or resistant 
to other therapy. These results are tabulated 
above and show: 


Of the remaining 1,417 patients, only 3.7 
per cent experienced side effects sufficiently 
annoying to require discontinuance of the drug. 


**Good” relief of symptoms was obtained in 
81.3 per cent of the 1,405 patients on whom 
reports were available. 

*‘Complete” evidence of healing was ob- 
tained in 70.5 per cent of the 783 patients on 
whem reports were available. 

In all but 9.3 per cent, relief of pain was 
**good” or “fair.” In all but 22.9 per cent, evi- G. D. SEARLE & Co. 
dence ofhealing was “complete” or “moderate.” P. O. Box 5110, Chicago 80, Illinois 





*Volume containing complete references, with abstracts 
of 39 additional reports, will be furnished on request by 
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For infections in children 
caused by staphylococci, 
streptococci, or both . . ; 

the palatability, low 
allergenicity, and relative 
freedom from gastro-intestinal 
upsets make ‘[lotycin,’ Pediatric, 
a prescription favorite. 
Youngsters (with an occasional 
incorrigible exception) take it 
without a struggle. 
*“Tablet-shy” oldsters 


like it, too. 


THE ORIGINATOR 
OF ERYTHROMYCIN 





tots 


Formula: 

Each 5 ce. (approximately one 
teaspoonful) contain 100 mg. “Ilo- 
tycin’ as the ethyl carbonate. 


Dosage: 

15 pounds—1/2 teaspoonful every 
six hours 

30 pounds—1 teaspoonful every 
six hours 

60 pounds—2 teaspoonfuls every 
six hours 


How Supplied: 

Each package consists of one bot- 
tle containing 1.2 Gm. ‘Ilotycin’ 
as the ethyl carbonate in a dry, 
pleasantly flavored mixture; 45 ce. 
of water are added at the time of 
dispensing to provide 60 ce. of an 
oral suspension. After mixing, the 
suspension is stable for two weeks 
at room temperature. 














Auxiliary 


The Woman’s Auxiliary to the Utah State 
Medical Association drew its year to a close 
with the House of Delegates meeting, which 
was held in conjunction with the ladies’ activi- 
ties of the Ogden Surgical Society meetings. 

Wednesday, May 20, 1953, a lovely “brunch” 
was held at the home of Dr. and Mrs. W. R. 
Brown, of Ogden. Delicious food was served 
buffet style, which gave the large number of 
Auxiliary members, from all parts of the state, 
a chance to mix around and meet our visiting 
guests from the surrounding states. 

As 2 p.m. drew near we hustled over to the 
Highland Ward Chapel, where the House of 
Delegates meeting was held. This was very capa- 
bly conducted by the President, Mrs. Vernal John- 
son, Ogden. After the various reports were made, 
Mrs. Glen F. Harding, chairman of the Nomi- 
nating Committee, presented the list of officers 
for the coming year and called for nominations 
from the floor. There being none, the officers 
were elected by acclamation. 

Mrs. Don C. Merrill of Provo, a Past President 
of the Auxiliary, then conducted a very impres- 
sive installation of officers and paid tribute to 
each one. 

Mrs. Johnson gave her President’s report, 
which had been very carefully prepared to enu- 
merate the year’s many activities. Then she 
presented the gavel to the incoming President, 
Mrs. A. M. Okelberry, of Salt Lake City. She 
also presented Mrs. Okelberry with the Presi- 
dent’s pin. The inception of a President’s pin is 
welcomed by all, as Utah is one of the last, if 
not the last, state to have such a pin. 

This is a beautiful gold beehive with a large 
“A” engraved in the center, with the medical 
insignia superimposed on the “A.” UTAH is 
printed across the bottom of the hive. This was 
designed by our vivacious Mrs. Johnson, who is 
a veritable dynamo. We all want to thank our 
retiring President for her efforts in getting this 
recognition emblem started. It has been needed 
for a long time. 

Following Mrs. Okelberry’s acceptance speech, 
the meeting was adjourned and a lovely tea, 
honoring all the Past Presidents and the in- 
coming President, was held in an adjoining room. 

The first meeting of our 1953-1954 year will be 
the “Course of Instruction” to be held at the 
Hotel Utah. This will be a luncheon meeting at 
12:30 p.m. on the Starlite Gardens, Saturday, 
June 13, 1953. The Presidents of the County 
Auxiliaries, together with their officers and 
chairmen of Standing Committees, are requested 
to be in attendance. The state officers and com- 
mittee chairmen will present the year’s work, 
and offer any necessary assistance at this time. 
The President of the Auxiliary to the American 
Medical Association, Mrs. Leo J. Schaefer, will 
be with us for this meeting and it will be a real 
treat to hear from her. 

Once again I wish to thank the Weber County 
Auxiliary for their hospitality and efforts in 
making our recent meeting such a success. 


MRS. A. M. OKELBERRY, 
President, Woman’s Auxil- 
iary to the Utah State 
Medical Association. 
Auxiliafy to the Utah State Medical Association 
Officers — 1953-54 


President—Mrs. A. M. Okelberry, 237 Seventh 
Avenue, Salt Lake City, Utah. 
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President-Elect—Mrs. C. O’Neal Rich, 1385 
Yale Avenue, Salt Lake City, Utah. 


Immediate Past President—Mrs. Vernal H. 
Johnson, 1332 Marilyn Drive, Ogden, Utah. 


First Vice iy ge Mrs. Rulon F. Howe, 3650 





Tyler Avenue, Ogden, Utah. 
Second Vice President—Mrs. G. W. Gasser, 155 
East Sixth North, Logan, Utah. 


Recording Secretary—Mrs. Vincent L. Rees, 
709 I Street, Salt Lake City, Utah. 


Corresponding Secretary—Mrs. Joseph H. Al- 
len, 1108 South Seventeenth East, Salt Lake City, 
Utah. 


Treasurer—Mrs. R. W. Sonntag, 1484 Indian 
Hill Drive, Salt Lake City, Utah. 

Auditor—Mrs. R. H. Wakefield, 410 North Uni- 
versity, Provo, Utah. 

Historian—Mrs. Roy B. Hammond, 1182 Locust i 
Lane, Provo, Utah. i 


Parliamentarian—Mrs. A. W. Middleton, 702 
Tenth Avenue, Salt Lake City, Utah. 


Chairmen of Standing Committees 


Archives and Biographies—Mrs. Joseph P. 
Kesler, 57 South First East, Bountiful, Utah. 

Benevolent Memorial—Mrs. David B. Gottfred- 
son, Chairman, 630 Tenth Avenue, Salt Lake City, 
Utah; Mrs. Emery M. Argyle, Secretary-Treas- 





urer, 4902 Atwood Boulevard, Murray, Utah. 
Bulletin—Mrs. Merrill C. Daines, 420 East 
Tenth North, Logan, U 
Civilian Defense—M Leslie J. Paul, 965 
South Twenty-second East, Salt Lake City, Utah. 


Courtesy—Mrs. A. J. Lund, 2831 Malan Ave- 
nue, Ogden, Utah. 

Finance and Budget—Mrs. Eugene Wood, 504 
Thirteenth Avenue, Salt Lake City, Utah. 


Legislation—Mrs. Noall Z. Tanner, Layton, 
Utah. 

Newsletter Co-Editors—Mrs. R. G. Snow, 910 
South Twelfth East, Salt Lake City, Utah; Mrs. 
Robert R. Robinson, 1080 South Fifteenth East, 


Salt Lake City, Utah. 


Nurse Recruitment—Mrs. Rex Thomas, 974 D 
Street, Provo, Utah. 


Organization—Mrs. C. O’Neal Rich, 1385 Yale 
Avenue, Salt Lake Cit Utah. 

Press and Publicity—Mrs. Don C. Merrill, 15 
East Eighth North, Provo, Utah 

Program—Mrs. Glen F. Harding, 2737 Pierce 


Avenue, Ogden, Utah 
Public Relations—M1 Thomas Feeny, 3061 
Taylor Avenue, Ogden, Utah. 


Revisions—Mrs. Seth E. Smoot, 1092 East Fir 
Avenue, Provo, Utah 
Today’s Health—Mrs. Wesley L. Bayles, 421 B 


Street, Salt Lake City, Utah. 


Component County Presidents 


Carbon—Mrs. O. W. Hardy, Spring Canyon, 
Utah. 

Central—Mrs. R. E. Noyes, Salina, Utah. 

Salt Lake—Mrs. Dean A. Moffat, 992 South 
Thirteenth East, Salt Lake City, Utah. 

Utah—Mrs. Milo Moody, Spanish Fork, Utah. 

Weber—Mrs. E. D. Zeman, Ogden, Utah. 
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Lower Left Quadrant of 
the Abdomen 

































1 Vena cava, aorta and abdominal 
aortic plexus 


2 Branches of superior mesenteric 
artery and vein 


3 Ileocolic lymph node and 
ileocolic artery and vein 


4 Sympathetic abdominal plexus 


5 Mesentery 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 


6 Mesenteric lymph nodes 
7 Mesocolic lymph nodes 
8 Rectum 

9 Urinary bladder 


10 Inferior mesenteric vein, left 
colic artery and ureter 


11 Intestinal arteries 
12 Ileum 













13 Intestinal veins 
14 Descending colon 


15 Branches of sigmoid artery 
and vein 


16 Iliac colon 

17 Mesocolon 

18 Sigmoid colon 

19 Epigastric artery and vein 


20 Lateral umbilical ligament 














By providing broad-spectrum 


antibiotic action in all tissues 


and body fluids, 


Aureomycin 


HYDROCHLORIDE CRYSTALLINE 


makes possible the rapid control of 


Sastrointestinal and peritoneal infections. 





for the prevention of infectious | 
complications following abdominal sur eryy 


it ts unsurpassed. 


C Literature available on reguest- 
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LEDERLE LABORATORIES DIVISION 
AMERICAN Ganamid company 
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30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 
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Obituary 


RAYMOND J. BARTOLUCCI 

Raymond J. Bartolucci, M.D., 45, died at his 
residence in Albuquerque, New Mexico, on July 
6, 1953. 

Dr. Bartolucci had been in private practice in 
Albuquerque since 1940. 

He was a graduate of the Chicago Medical 
School in 1935, and was a member of the Ber- 
nalillo County Medical Society, New Mexico 
Medical Society and of the American Medical 
Association. 

Dr. Bartolucci 
three sons. 


is survived by his wife and 





COLORADO 
Medical School Notes 











The University of Colorado has named a na- 
tionally-known medical educator as the director 
of the University Medical Center in Denver. 

Dr. Ward Darley, President of the university, 
announced that Dr. Francis R. Manlove, Asso- 
ciate Secretary of the Council on Medical Educa- 
tion and Hospitals of the American Medical 
Association, has accepted the appointment to 
head the medical campus in Denver. He succeeds 
Dr. Darley, who became President of the univer- 
sity July 1. Dr. Manlove will take up his new 
duties shortly after October 1. Meantime, Dr. 
Robert C. Lewis, Dean of the medical school, 
will continue as Acting Director. 

“We are very pleased that Dr. Manlove is to 
be the new Director,’ Dr. Darley said. “He has 
a fine record as practicing physician and teacher, 
and his work during the past three years of 
inspecting and advising medical schools across 
the nation has given him a rare background 
for medical administration.” The appointment 
was recommended by a faculty committee headed 
by Dean Lewis. The committee considered a 
number of outstanding medical educators from 
throughout the country before making the final 
recommendation of Dr. Manlove. The Medical 
Center includes the School of Medicine, the 
School of Nursing, the medical division of the 
Graduate School, Colorado General Hospital, 
Colorado Psychopathic Hospital, and the out- 
patient clinics. About a thousand students in 
medicine, nursing and allied fields are regularly 
enrolled in the various teaching programs. The 
new Medical Center Director tock his under- 
graduate work at Dickinson College, Carlisle, 
Pennsylvania, his master degree at Temple Uni- 
versity, and a master’s degree in medicine from 
the University of Minnesota. He was a fellow in 
the Mayo Foundation for Medical Education and 
Research for three years, and then was First 
Assistant Cardiologist in the Mayo Clinic. He 
spent four years on the faculty of Temple Uni- 
versity School of Medicine before taking the 
AMA post. He is certified by the American Board 
of Internal Medicine and is a member of numer- 
ous medical and professional societies. He is an 
advisor to the Director of the Selective Service 
System and a member of several national com- 
mittees on medical education. 
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Knox Gelatine ... 
useful protein supplement 
for the growing child 


For Body Growth 


Protein not only helps feed the machine of the 
growing child but is itself the machinery. An abun- 
dance of protein both for body growth as well as 
for blood, enzyme and hormone synthesis is a 
primary requirement in childhood. While carbo- 
hydrate and fat may be stored in the organism, 
protein must be taken in daily to maintain the 
structural mass of tissue. 


Abundant Energy 

The daily diet must contain the so-called essential 
amino acids as first shown by Osborne and 
Mendel‘!) and more precisely defined by Rose.‘ 

Once the essential amino acids are furnished, the 
remaining ones may be taken in abundance from 
other protein sources to insure full growth and 
create abundant energy. 


Easy to Digest 


Knox Gelatine is an excellent protein supplemeat, 
easy to digest and administer, and non-allergenic. 
It may be prepared in a variety of ways from Knox 
Gelatine Drink to delicious salads and desserts. 


High Dynamic Action 


Gelatine in the be of gelatinized milk has been 
found a valuable protein supplement helpful in 
allergies, celiac disease, colic and to increase the 
digestibility of the milk formula.‘>) Its high spe- 
cific dynamic action‘?) which spares essential 
amino acids and furnishes amino acids for the 
continuous dynamic exchange of nitrogen in the 
tissue(>) helps the child to maintain the normal 
body heat. Furthermore, it contains an abundance 
of important glycine and proline necessary for 
hemoglobin formation. 

1. Osborne, T. B. and Mendel, L. B., J. Biol. Chem. 17:325, 1914. 
2. Rose, W. C., Physiol. Rev. 18:109, 1938. 

3. Wolpe, Leon Z. and Silverstone, Paul C., J. Pediat. 21:635, 
4. yd G., J. Nutrition 3:519, 1931. Borsook, H., Biol. Rev. 

11:147, 1936. 


5. Schoenheimer, R., Ratner, S., and Rittenberg, D., J. Biol. 
Chem., 127:333, 1939 and 130:703, 1939. 

———— 

=== to send for brochures on diets of Diabetes, Coli- 
tis, Peptic Ulcer . . . Low Salt, Reducing, Liquid 
and Soft Diets. 

” eect + KNOX GELATINE, JOHNSTOWN. N. _Y. DePtTRMS 
als 





Available at grocery stores in 4-envelope family size 
ond 32-envelope economy size packages. 


KNOX GELATINE vu. s. P 


All Protein No Sugar 








NEW! Current MEDIC 


WHY WE MAKE THIS UNUSUAL OFFER 
The MEDICAL BOOK GUILD OF AMERICA — 
the only Book Club exclusively for the medi- 
cal profession—was founded a short time ago. 
The enthusiastic response was most grctify- 
ing. These are the types of books GUILD 
members are offered each month. We offer 
you any two for only $9.45 PLUS FREE MEM- 
BERSHIP — because we want you to prove to 
yourself that you can get practical, up-to- 
date, authoritative medical books at substan- 
tial savings. 


NATIONALLY FAMOUS EDITORS 

The MEDICAL BOOK GUILD offers you newly- 
published books in all specialties — selected 
by an editorial board that is eminently quali- 
fied —Dr. Morris FISHBEIN, Chairman; Dr. 
L. T. COGGESHALL, Dean, Division of Biologi- 
cal Sciences, University of Chicago; Dr. Wil- 
burt C. DAVISON, Dean of the School of 
Medicine, Duke University; Dr. Chauncey D. 
LEAKE, Vice-President of University of Texas, 
Medical Branch; and Dr. Arthur OSOL, Direc- 
tor of Chemistry Department, Philadelphia 
College of Pharmacy and Science. 
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WHICH 2 BOOKS DO YOU WA 


Medical Book Guild of America, Publishers 
Dept. 8RMJ, Garden City, N. Y 


Yes! You can enroll me as a member. Send me at once, postpaid, the two 
books | have checked — and bill me ONLY $9.45 FOR BOTH. 


CD Vaginal Infections, Infestations 
and Discharges 

CD Endocrine Treatment 
in General Practice 

CD Roots of Psychotherapy 


DC Survey of Clinical Pediatrics 
(CD New Gould Medical Dictionary 
(CD 1953 Medical Progress Annual 
0 Pain S$ ions and Reacti 





The purchase of books is entirely voluntary on my part. | may notify you 
in advance if | do not wish to take the next selection. | am not obligated 
to take more than 4 books in 24 months of membership. | pay nothing 
except the price of each selection | accept regardless of the publisher's 
higher prices — and the GUILD pays postage. 


—<—_ZJ | 
NT—ONLY $9.45 
If You Join The Medical Book Guild Now 





sole) @ejtl | Beey-y(-raele) 1 


ANY TWO 





TAKE AS FEW AS 4 BOOKS IN 2 YEARS 


You pay no dues of any kind. You do not 
even have to take a book every month. Just 
4 books in twenty-four months— yes, only 4 
books during your first two years as a mem- 
ber—are all you agree to purchase! You buy 
only the books you want—when you want 
them. Many of the GUILD selections are 
books you’d probably buy anyway at their 
regular retail price. Why not join now — get 
the special member's price—and begin to 
enjoy member’s bargain privileges. 


SEND NO MONEY—JUST MAIL COUPON 
Accept this special introductory offer now. 
We will send you any two books you choose 
from this page —vaiuve up to $19.50 in pub- 
lishers’ editions—but we will bill you only 
$9.45 (we pay postage). Thereafter you will 
receive the GUILD’S ‘“‘New-Book Bulletin’ de- 
scribing the forthcoming selection. But remem- 
ber: take only the books you want— when 
you want them. If not completely satisfied 
with your two introductory books, return them 
and your membership will be canceled with- 
out further obligation. You take no risk what- 
soever, so mail your coupon today. The MEDI- 
CAL BOOK GUILD OF AMERICA, Garden 
City, New York. 











Dr 
(Please Print) 
Address culabaeeael 
City . “ Zone State 


NO-RISK GUARANTEE: If not completely satisfied, return both books within 
10 days and this membership will be canceled. 


OF THESE MEDICAL BOOKS 


(Value up to $19.50 
in publishers’ editions) 






g 
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If You Join 
The MEDICAL BOOK 
GUILD Now! 








| CHOOSE ANY 2 BOOKS YOU WANT— 
} THEN MAIL THE COUPON BELOW! 


PSURVEY OF CLINICAL PEDIATRICS —L. B. Slobody, 
?M.D. A concise, inclusive outline reference for the 
»GP. Covers all important aspects with emphasis on 
the child'as a whole. Also valuable preparatory aid 
t for Board Exams. Publisher’s edition, $7.50. 


PBlakiston’s NEW GOULD MEDICAL DICTIONARY— 
The new “standard” in medical dictionaries that in- 
corporates al! recent advances in medicine and al- 
plied fields. “An exceedingly useful tool” (J.A.M.A.). 
bPublisher’s edition, $9.50. 

1953 MEDICAL PROGRESS ANNUAL—Ed. by M. 
Fishbein, M.D. (Formerly Ed. J.A.M.A.). Significant 
advances in research, diagnosis, treatment and 
trends in the past year. Sections by outstanding con-] 
tributor-specialists. Publisher’s edition, $5.00. 4 
PAIN SENSATIONS and REACTIONS —J. D. Hardy,4 
PPh.D., H. G. Wolff, M.D., and H. Goodell, B.S. A 
comprehensive review of traditional concepts and the] 
newer data on the ever-important subject of pain. 
f Another outstanding contribution. Pub. ed., $6.50, 


PVAGINAL INFECTIONS, INFESTATIONS AND DIS-4 
| CHARGES — J B. Bernstine, M.D. and A. E. Rakoff,} 
M.D. Only book available covering all aspects for 
Pevery age group. Strictly clinical approach. Pub. ed., 
. $10.00. 

ENDOCRINE TREATMENT IN GENERAL PRACTICE — 
Ed. by M. A. Goldzieher, M.D. and J. W. Goldzieher, 
M.D. A most useful clinical guide for the GR. Focuses 
on the patient, complaints and symptoms, differen- 
tial diagnosis, and specific therapy. Pub. ed., $8.00. 
THE ROOTS OF PSYCHOTHERAPY —C. A. Whitaker, 
M.D. and T. P Malone, M.D. Integrates psychother- 
Papy with genera! medical therapy. Stresses doctor- 
patien ionship, includes clinically-proven tech- 
he GP, and pitfalls to avoid. Pub. ed.,$4.50. 
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The Book Corner 


New Books Received 


Modern Concepts of Communicable Disease: By 
Morris Greenburg, M.D., M.S.P.H.; Director, Bureau 
of Preventable Diseases, New York City Depart- 
ment of Health; Assistant Professor of Epidemi- 
ology, Columbia University; Attending Pediatri- 
cian, Beth David Hospital, New York City; and 
Anna V. Matz, R.N., M.S., Public Health Nursing 
Consultant in Communicable Diseases, New York 
City Department of Health; Lecturer in Commu- 
nicable Diseases, Willard Parker Hospital, New 
York City Department of Hospitals. Foreword by 
Harry S. Mustard, M.D., L.L.D. Illustrated. G. P. 
Putnam’s Sons, New York, 1953. Price, $6.20. 














The Conception of Disease, Its History, Its Versions 
and Its Nature: By Walther Riese, M.D. Philo- 
sophical Library, New York, 1953. Price, $3.75. 





Dermatology Formulary: From the New York Skin 
and Cancer Unit, Service of Dermatology. (Dr. 
Marion B. Sulzberger, Director); Frances Pascher, 
M.D., Editor. Revised, 1953. Paul B. Hoeber, Inc., 
Medical Book Department of Harper & Brothers, 
1953. Price, $3.00. 





Surgery of the Pancreas: By Richard B. Cattell, 
M.D., Surgeon, The Lahey Clinic, New England 
Baptist Hospital, New England Deaconess Hos- 
pital; and Kenneth W. Warren, M.D., Surgeon, The 
Lahey Clinic, New England Baptist Hospital, New 
England Deaconess Hospital. 374 pages with 100 fig- 
ures. Philadelphia and London: W. B. Saunders 
Company, 1953. Price, $10.00. 





Twenty-Five Years of Sex Research, History of the 
National Research Council Committee for Research 
in Problems of Sex, 1922-1947: By Sophie D. Ab- 
erle, Member of the National Science Board of the 
National Science Foundation; and George W. 
Corner, Carnegie Institute of Washington. 248 
pages. Philadelphia and London: W. B. Saunders 
Company, 1953. Price, $4.00. 





The Surgery of Infancy and Childhood, Its Principles 
and Techniques: By Robert E. Gross, M.D., D.Sc., 
William E. Ladd Professor of Children’s Surgery, 
The Harvard Medical School; Chief of Surgical Serv- 
ice, The Children’s Hospital, Boston. With 1,488 
illustrations on 567 figures. Drawings by Etta 
Piotti. 1,000 pages. Philadelphia and London: 
W. B. Saunders Company, 1953. Price, $16.00. 

Therapeutics in Internal Medicine: By Eighty-Four 
Authorities; Edited by Franklin A. Kyser, M.D., 
F.A.C.P., Assistant Professor of Medicine, North- 
western University Medical School, Chicago; At- 
tending Physician, Evanston Hospital, Evanston, 
Illinois. Second edition, completely revised and 
reset, A Hoeber-Harper Book (1953, by Paul B. 
Hoeber, Inc., Medical Book Department of Harper 
& Brothers). Price, $15.00. 


Modern Concepts in Medicine: By Julius Jensen, 
Ph.D. (In Medicine), University of Minnesota; 
M.R.C.S. (England); L.R.C.P. (London). Illus- 
trated. St. Louis: The C. V. Mosby Company, 1953. 
Price, $11.50. 





Book Review 


Operating Room Technic: St. Mary’s Hospital, Roch- 
ester, Minnesota. Fourth edition, illustrated. W. P. 
Saunders Company, Philadelphia, 1952, London. 
Following a general discussion of the physical 

set-up at St. Mary’s, the book launches into brief 

descriptions of well over 200 operative pro- 
cedures, including general surgery, orthopedics, 
neurosurgery, urology, and endoscopy. 

Each operation is outlined as to definition, 
position of the patient, drapes, instruments, 
sutures, and a brief step-by-step description of 
the procedure. Illustrations accompany a number 
of the write-ups. 

The division of duties of the surgical team is 
explained in some detail in Chapter Eight. The 
following chapter contains an outline of the 
program for basic nursing students in the opera- 
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From where | sit 


4y Joe Marsh 





l’s Fine to Be Fooled 
—Sometimes 


Handy Peters entertained for the 
ladies of the Auxiliary the other night 
—and had all the ladies believing for a 
while that he’s the best marksman in 
the county. 

Handy put on a great act. He set up 
a whole bunch of balloons on a muslin 
backdrop and then took out his pea- 
shooter. He shot blindfolded, standing 
on his head, every which way—and 
broke a balloon every time. 

No wonder Handy made a big impres- 
sion on the ladies. What they didn’t 
know—till the show’s end—was that 
Buck Mulligan was hiding behind the 
backdrop improving on Handy’s aim 
with a hatpin. 

From where I sit, we all get things 
‘*put over’? on us now and again. 
When it’s good-natured—fine! But, 
some folks would fool us into believing 
it’s wrong to enjoy a glass of beer. 
Others would tell their neighbor how 
to practice his profession. For real 
American tolerance and neighborliness 
these people are simply “‘off target.” 





Copyright, 1953, United States Brewers Foundation 
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ting room as well as a brief plan for inservice 
education of graduate nurses in the department. 

The first section of the appendix is devoted 
to diagrams and exact measurements of drape 
sheets in use at St. Mary’s, contents of linen 
packs, glove-washing process for a _ general 
laundry, and preparation oi miscelianeous items 
of supply. 

Appendix II discusses emergency procedure 
for the baptism of the fetus or infant. 

The final section of the book contains illustra- 
tions of a number of general, orthopedic, and 
neurosurgical instruments, properly labelled. 

There is no question as to the value of this 
book to the operating room nurse. While it is 
undeniably geared to one hospital situation, as 
most books on operating room technic are, yet 
the information available is of a nature that 
will be helpful for nurses in most operating 
rooms. 

Some areas, such as positioning of the patient 
and draping procedures, are treated rather 
lightly. For an individual who is entirely un- 
familiar with the drapes or their method of fold- 
ing, the fact that a “breast package” is used on 
a pneumonectomy explains very little. 

The illustrations of operative procedures are 
excellent and make good teaching aids, as do 
the illustrations of instruments. 

Operating room supervisors may be disap- 
pointed in the lack of specific information on 
aseptic technic, including sterilizing methods. 
There is no material to indicate whether in- 
dividual case set-ups are used, or whether a 
back table technic is in vogue. 

LUCILLE T. RYKKEN, 
Clinical Instructor, Operating 
Room, Presbyterian Hospital. 





Texthook of Surgery: Edited by H. F. Moseley, M.D., 
D.M., M.Ch. (Oxon), F.A.C.S., F.R.C.S., (Eng.), 
F.R.C.S. (C), Assistant Professor of Surgery, Mc- 
Gill University; Associate Surgeon, Royal Victoria 
Hospital, Montreal, Canada; with foreword by G. 


Gavin Miller, M.D., C.M M.Sce., F.R.C.S. (C), 
F.A.C.S., Chairman of the Surgical Department, 
McGill University; Surgeon-in-Chief, Royal Vic- 
toria Hospital, Montreal, Canada. With 460 text 
illustrations and 46 color plates. St Louis: The 


Cc. V. Mosby Company, 1952. Price, $15.00 


Not very often is a textbook written by au- 
thors and contributors who stem from one and 
the same locality. Well, this surgical book was 
conceived and material contributed by an array 
of surgical talent emanating exclusively from 
the men on the faculty of McGill University and 
Royal Victoria Hospital. 

This volume consists of 


forty-two chapters 





Established 1894 


Paul Weiss 


OPTICIAN 
1620 Arapahoe Street 


Denver, Colo. 











and covers all facets of surgical problems, treat- 
ments and technics in an exact and concise fash- 
ion. The undergraduate and graduate student 
can utilize it as a reference book and obtain 
quick information. The majority of the chapters 
are written by different men, although some 
chapters are written by the same authors. 

It is refreshing, indeed, to read a brief his- 
tory on the Evolution of Modern Surgery which 
in time became integrated and elaborated into 
the science of surgery. The author reminds us 
that the origin of surgery dates back several 
thousand years B.C. There were the Egyptian, 
Hindu, Brahmanistic periods when dissections 
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IN SUMMER 
ALLERGIES... 


transform discomfort 


anto well-bein g 





Such a transformation initiated by Neo-Antergan enables 
many allergy patients to live comfortably through difficult 
Summer months when pollen levels soar. 


By effectively blocking histamine receptors, Neo-Antergan 
brings significant symptomatic relief with a minimum of 


‘ : : ‘ al pharmacy stock 
undesirable physiologic effects, a ae Powe socks 


; Neo-Antergan Maleate in 25 
Promoted exclusively to the profession, Neo-Antergan is and 50 mg. coated tablets in 
available only on your prescription. bottles of 100, 500, and 1,000. 


The Physician’s Product 
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MALEATE 
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for the Nation’s Health 
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were forbidden for religious reasons. Then ap- 
peared the Greek period of Hippocrates (46- 
370 B.C.), followed by the Christian era. The 
Roman period began with Celcus (25 B.C.-50 
A.D.), and continued with Galen (130-200 A.D.); 
Rhazes (850-923); Avicena (980-1036); Ambrose 
Pare (1510-1590); Andreas Vessalius (1514- 
1568); William Harvey (1578-1857) and, last but 
not least, John Hunter (1728-1793). 

Modern surgery, according to this author, be- 
gan in the 19th century with anesthesia. Then 
came the Listerian Era of asepsis and antisepsis 
and Roentgen rays. Subsequently, with the ar- 
rival of the 20th century, an era of chemotherapy, 
antibiotics, blood transfusion and technical ad- 
vances came into being. 

While surgery developed by a process of evo- 
lution from an art to a science, the training of 
a surgeon took on the spirit of mutation. 

A perusual of this textbook will impress the 
reader with the extent and completeness with 
which it was authored. One reads chapters from 
surgical bacteriology and chemotherapy to dis- 
orders of the vertebral column without detecting 
any sign of verbosity, because the information is 
factual. 

Space will not permit this reviewer to de- 
scribe the contents of each chapter. However, 
there are three chapters which are very im- 
pressive from the standpoint of thoroughness and 
detail. 

The chapter on Neurosurgery deserves men- 
tioning because of its descriptive, detailed and 
up-to-date methods of treatment of intracranial 
tumors, head injuries, spinal cord and peripheral 
nerve damage. A considerable amount of knowl- 
edge is crammed into fifty pages. In the chapter 
on stomach, duodenum and small intestines, the 
author is thorough in his brief résumé of the 
anatomy, embryology, physiology and technical 
descriptions of his surgical procedures. This is 
well illustrated with black and white and colored 
photographs. 

The final 200 pages cover every phase of bone 
and joint diseases, amputations and fractures. 

This is a large volume and references at the 
end of each chapter are well chosen. One is left 
with the impression that this book represents 
the collective thinking of many Canadian sur- 


geons. 
GERALD H. FRIEDMAN, M.D. 


An Atlas of Surgical Exposures of the Extremities: 
By Sam W. Banks, M.D., Associate Professor of 
Orthopaedic Surgery, Northwestern University 
Medical School; Attending Orthopaedic Surgeon, 
Chicago Memorial Hospital and Woodlawn Hos- 
pital; and Harold Laufman, M.D., Ph.D., Associate 


Professor of Surgery and Director of Experi- 
mental Surgery, Northwestern University Medical 
School; Associate Attending Surgeon, Michael 


Reese Hospital. 552 illustrations on 179 plates. 
W. B. Saunders Company, Philadelphia, London, 
1953. 

Drs. Banks and Laufman have developed a 


genuine atlas of extremity exposures which is 
as devoid of proper names, personal prejudices 
and memory clouding devices as it is replete 
with accuracy, directness, and consistent sim- 
plicity. 

The atlas is organized into eleven regional 
sections from the shoulder girdle to the region 
of the ankle joint and foot. Each exposure prob- 
lem presented is titled, i.e. “Exposure of the 
Lateral Surface of the Os Calcis Through a 
Curved Lateral Incision.” General indications 
for the exposure concerned are listed. The 
steps involved in the surgical approach are out- 
lined in brief A, B, C paragraph manner on the 
even numbered pages, while the illustrations 
for the corresponding paragraphs are on the 
opposite page. Thus constant “thumbing” of the 
book is avoided. Further, each exposure prob- 
lem presented is an independently complete unit. 

The authors have imparted considerable wis- 
dom and advice that is not appreciated on cur- 
sory inspection. The reader is left entirely to 
his own selection in roaching the problems 
he may have at hand. However, the indications 
may subtly imply that the exposure being pre- 
sented has greatest utility when other approaches 
are not satisfactory. An occasional note at the 
end of a description n reinterate certain pre- 
cautions regarding vi able structures in the 





exposure, or caution nd difficulties which 
may at times be encountered in utility or closure. 
From. time to time, rent advantages, ex- 
pressions of satisfacti ind encouragement in 


further uses of an exposure are implied. 





The drawings ars irate, clear, and the 
symbolization throug! t the atlas is most con- 
sistent. 

E. HOWARD FRALICK, M.D., F.A.C.S. 
SOUTH DAKOTA BOARD OF 
MEDICAL EXAMINERS 

The South Dakota Board of Medical Exam- 


iners has announced passage of legislation 
creating an annual registration fee for licensees 
in that state in the amount of $2.00. The regis- 
tration takes affect January 1, 1954. If you are 
licensed in South Dakota and wish to maintain 
that license by paym« of the registration fee, 
please contact the South Dakota Board of Med- 
ical Examiners, 300 First National Bank Building, 
Sioux Falls, South Dakota. 





1511 Arapahoe Street 


We value the business of the many doctors we serve. 


MERCHANTS OFFICE FURNITURE COMPANY 


AComa 2559 
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Oculist Prescription Service Exclusively 


SHADFORD-FLETCHER OPTICAL CO. 
Dispensing Opticians 

228 16th Street, Denver, Colo. 

3705 East Colfax (Medicol Center Building). 
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y to relieve 
symptoms 





Pyribenzamine”’ 


hydrochloride 
(tripelennamine hydrochloride Ciba) 


Once atop Pike’s Peak, your hay fever patient can enjoy freedom from pollens. 
But for patients who must remain in a high-pollen errvironment, you can insti- 
tute this effective therapy: one or two Pyribenzamine tablets, 3 or 4 times daily. 


Alone and as an adjunct to desensitization, Pyribenzamine has proved effective 
in relieving hay fever symptoms, as evidenced by thousands of published case 
reports. On the basis of this evidence, no other antihistamine combines greater 
clinical benefit with greater freedom from side effects. 


For your prescription needs, Pyribenzamine 50 mg. tablets are available in 
bottles of 100 and 1000 at all pharmacies. 


Giba Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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New Books Received 


in Clinical Practice: 


Edited by Gil- 
bert S. Gordon, M.D., Ph.D.; Assistant Professor of 
Medicine, University of California, School of Medi- 
cine; and H. Lisser, M.D., Clinical Professor of 
Medicine and Endocrinology, and Chief, The En- 
docrine Clinic, University of California School of 
Medicine; former President, Association for the 
Study of Internal Secretions (now The Endocrine 
Society). Chicago, Illinois: The Year Book Pub- 
lishers, Inc., 1953. Price, $10.50. 


Endocrinology 


ee 


The Pharm-Assist Manual (formerly Gray’s Pharma- 
ceutical Quic Compend): Completely rewritten by 
A. E. Slesser, B.S., M.S., Ph.D., Professor of Phar- 

Head of the Department of Pharmacy, and 
ssistant to the Dean, University of Kentucky 

College of Pharmacy, Louisville, Kentucky; with 

Foreword by Earl P. Slone, B.S., M.A., Dean, Uni- 

versity of Kentucky College of Pharmacy. Written 

to conform to The Pharmacopeia of the United 

States, Fourteenth Decennial Revision, and The 

ooaet Formulary, Ninth Edition. St. Louis: The 
V. Mosby Company, 1953. Price. 





$3.50. 





Ballistocardiography, The Application of the ane 
Ballistocardiograph to Clinical Medicine: By Wil- 


liam Dock, B.S., M.D., F.A.C.P., Professor of Modi. 
cine, State University Medical Center at New York 
City College of Medicine; Visiting Physician, 


Kings County Hospital, 
Medicine, Veterans 
at Brooklyn; Harry Mandelbaum, 
Lecturer, State University 


Brooklyn; Consultant in 
Administration Hospital 
M.D.,. FAC... 
Medical Center 


at New York City, College of Medicine; Asso- 
ciate in Medicine, The Jewish Hospital of Brook- 
lyn; Physician in Charge Hypertension and 


Nephritis Clinic at The Jewish Hospital of Brook- 
lyn; Attending in Medicine, The Jewish San- 
itarium and Hospital for Chronic Diseases, Brook- 
lyn; Attending in Medicine, Brooklyn Hebrew 
Home and Hospital for the Aged, Brooklyn; and 
Robert A. Mandelbaum, B.A., M.D., Assistant in 
Medicine, The Jewish Hospit: il of Brooklyn; Adjunct 
in Medicine, The Jewish Sanitarium and Hospital 
for Chronic Diseases, Brooklyn; Assistant in Car- 
diology, Beth-El Hospital, Brooklyn. With 153 il- 
lustrations. St. Louis: The C. Mosby Company, 
1953. Price, $9.50. 





The Medical Book Guild of America offers a 
large list of books by nationally famous editors 
at a substantial saving. You will find 
interesting offer on Advertising Page 682 of 
this issue. 


their 





ROCKY MOUNTAIN CHAPTER, AMERICAN 
COLLEGE OF CHEST PHYSICIANS 


The Rocky Mountain Chapter of the American 
College of Chest Physicians is presenting a 
program of unusual interest at the Stanley 
Hotel, Estes Park, Colorado, on Saturday, Sep- 
tember 13, 1953, immediately following the 
Colorado State Medical Society meeting. Make 
your reservation at once, as we expect a large 
crowd. 


Program 
8:30 A.M.—Registration. 


9:30 A.M.—‘“Advances in the Treatment of 
Chronic Pulmonary Emphysema” — Maurice 
S. Segal, M.D., Clinical Professor of Medi- 
cine, Tufts Medic il College, Boston, Mas- 
sachusetts. 

10:15 A.M.—“Complications Following Myo- 


Louis F. 
Clinical 


cardial Infarction 
M.D., Assistant 


Bishop, Jr., 
Professor of Medi- 


cine, New York University, New York City, 
New York. 
11:00 A.M.—“‘Recent Advances in Intracardiac 


Surgery”—Charles Bailey, M.D., Associate 
Protessor of Thoracic Surgery, Hahneman 
Medical College, Philadelphia, Pennsylvania. 


12:00 Noon to 1:30 P.M.—Luncheon — Business 
meeting. 

1:30 to 3:00 P.M.—Symposium: “The Place of 
Isonicotinic Acid Hydrazide and Allied Drugs 
in the Therapy of Tuberculosis’’- 

H. M. Van Der Schouw, M.D. (Chairman), 
Medical Direct Lutheran Sanatorium, 
Wheat Ridge, C ado. 

C. W. Temple, Col. M.C., Chief of Medicine, 
Fitzsimons Ar1 Hospital, Denver, Colo- 
rado. 

S. H. Dressler, M.] Medical Director, Na- 
tional Jewish Hospital, Denver, Colorado. 

W. S. Cline, M.D., Medical Director, J.C.R.S., 
Spivak, Coloradc 

K. T. Sasano, M Director of Research 
and Laboratori« C.R.S., Spivak, Colorado. 

No registration fe¢ \ll physicians cordially 


invited to attend. 
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‘sense of well- being. 


Relief of menopausal symptoms was complete 


in practically 96 per cent of patients receiving 






“Premarin” and “General tonic effects were noteworthy...” * 


“PREMARIN” in the menopause 


Estrogenic Substances (water-soluble) also known as 
Conjugated Estrogens (equine). Tablets and liquid. 


*Perloff, W. H.: Am. J. Obst. & Gynec. 58:684 (Oct.) 1949. 
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Ethical Advertising 


Readers of Rocky Mountain Medical Journal may trust our 
advertisers. Our Publication Committee investigates and 
edits every advertisement before it is accepted. It must 
represent an ethical and reliable institution and be truthful 
or it is rejected. These advertising pages contain a wealth 
of useful information, a world of opportunities. Read them all. 


— Warth Your While | 




















PRESBYTERIAN HOSPITAL 


Nineteenth Avenue and Gilpin Street, Denver, Colorado 


A General Hospital for Surgical, Medical or Maternity Cases 
Two hundred beds and fifty-four bassinets. Fireproof. Telephone service to every bed. Hot and cold 
running water and toilet service in every room. Complete laboratory and X-ray facilities, including 
X-ray therapy and Radioisotope Laboratory. Inquiries welcomed. 
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CAMBRIDGE DAIRY Producers and Distributors of Quality Products 


Homognized Milk for Baby Feeding and Family Use 
WE INVITE YOUR INSPECTION AND APPRECIATE YOUR RECOMMENDATION 
PEarl 8826 690 So. Colorado Bivd. 
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WITH THE NEW 


MULTICRON X-RAY CONTROLS 


SToltMNaclilsiclaiil-is 
and Control... 
Adaptable for 
All Capacities 


200 MA 
300 MA 
500 MA 
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Again, Keleket sets the pace with a 
money-saving development. NOW—ALL 
UNITS—200 MA, 300 MA and 500 MA 
use the SAME TRANSFORMER and 
CONTROL which can be produced at a 
savings . . . passed on to you! 


This unit may be installed perma- 
nently, even in a wall, with no worry 
about alterations . . . should your future 
technic requirements call for the higher 
capacity Multicrons. 


By standardizing many parts of the 
world-famous Multicrons, Keleket is able 
to offer custom-built units . . . which fit 
your individual requirements exactly . . . 
at most attractive prices. 


The controls are rated as follows: 

DIAGNOSTIC 

125 KVP at any MA—25 to 200 

125 KVP at any MA—25 to 300 

125 KVP at any MA—25 to 500 
THERAPY 

All units—140 KVP to 10 MA 


200 MA unit 
300 MA unit 
500 MA unit 


WRITE FOR FREE LITERATURE 


She KELLEY-KOET! Manufacturing Company 


205-5 WEST FOURTH STREET, COVINGTON, KY. 


TECHNICAL EQUIPMENT CORPORATION 


2548 W. 29th Ave. 


GLendale 4768 


DENVER 11, COLORADO 











Telephones KEystone 7237 — KEystone 3265 


EARNEST DRUG Bonita Pharmacy 


217 16th Street (Established 1921) 


Prescription Specialists Prescription Pharmacists 


6th Avenue at St. Paul Street 

“RIGHT-A-WAY” SERVICE 

GERALD P. MOORE, Manager 
Phone FRemont 2797 


FRESH — CLEAN — COMPLETE 
PRESCRIPTION STOCK 


Free Delivery 

















Stodghill’s Imperial Pharmacy 


Prescript' »ns Exclusively 
For your prescriptions we stock a complete line of ALMAY—non-allergic—cosmetics 
Five Pharmacists 


319 16th St. TAbor 4231 Denver, Colo. 











NEWTON OPTICAL COMPANY 


GUILD G@PTICIANS 
309-16th Street Phone KEystone 0806 Denver 
Catering to Medical Profession Patronage 

















SHIRLEY-SAVOY HOTEL 


At Your Service 
New Lincoln Auditorium and Private Dining Room 


Britton Smith, President Ed C. Bennett, Manager Ike Walton, Managing Director 
BROADWAY and EAST 17th AVENUE, DENVER, COLO. TAbor 2151 














MERCY HOSPITAL 
Conducted by Sisters of Mercy 
School of Nursing in Connection 
A General Hospital Scientifically Equipped 
1619 Milwaukee St., Denver FRemont 2771 











Our dairy farm is the largest producer of Grade ““A’’ milk in the Rocky Mountain Empire. 


ar 77 «6 CA TY PARK FARM DAIRY “5° 
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THE WORLD MEDICAL ASSOCIATION 


as a member of the medical profession 
anywhere in the world 
| civilian...in the armed forces...retired 


48 will benef “fiom... 


. Joining 700,000 doctors from 43 nations in a worldwide movement to help 





you attain the highest possible level of medical practice and scientific advance. 


2. Reports obtainable only in the World Medical Association Bulletin which 
ss , 
is issued to you quarterly and contains facts on scientific, economic and social 
trends affecting the practice of medicine. 


3. Letters of introduction to foreign medical associations, facilitating your 
professional contacts and exchange of ideas while traveling abroad. 


4. Representation before the World Health Organization, UNESCO, the 
International Labor Organization, and other important bodies in order to 
maintain the honor and defend the international interests of your profession 
when these organizations discuss measures concerning medical practice. 





5. The satisfaction of sharing the progress of American medicine with other 
lands and thus repaying them for the inspiration we have received from them. 


what affects world medicine—affects you 


Weds ti your only voice tnwodd metlitine 


W.M.A. Is Approved by the American Medical Association. JOIN NOW! 


ce —— a ee ee 


Dr. Louis H. Bauer, Secretary-Treasurer 
U. S. Committee, Inc., World Medical Association 
2 East 103rd Street, New York 29, New York 


I desire to become an individual member of the World Medical Association, United States 





Committee, Inc., and enclose a check for $ : =e » my subscription as a: 
__Member —$ 10.00 a year 
—__________ Life Member — $500.00 (No further assessments) 


Sponsoring Member—$100.00 or more per year 


oS | . — 





ADDRESS_— ‘ i aie eee 








(Contributions are deductible for income tax purposes) 











What is the 


status of ? 








Many times you have asked yourself, “Is the indicated drug 
























Penicillin . . . Chloramphenicol . . . Aureomycin 
Sulfadiazine . . . a combination . . . or what?” 
This same problem may confront you many times . . . not only 





with the antibiotics—but actually in any specific field where there are 
numerous drugs . . . and you are faced with the problem } 
of determining which might be the therapy of choice 
for a given condition. 


The need for such clarification has always been 
apparent to the Council on Pharmacy and Chemistry 
of the American Medical Association. Its frequent publication 
of special status reports in THE JOURNAL is designed to 

help answer such questions for you. 


Information about new drugs—clinically proved indications . . . i 
experimental uses . . . correct dosages . . . contra-indications 
. . and similar facts—is frequently presented by the 


Council. Its announceménts of newly accepted products also help 
keep you up-to-date on new and useful drugs. These notices 

which appear in THE JOURNAL almost every week can be a definite 
guide to you in knowing what preparations are Council 

accepted . . . how they are best used . . . and how they 

can be most effective in your daily practice. 


Insistence on Council accepted products is one reliable guide 
to clinically tested products. 
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WITH ALL 
| THE PATIENTS WHO 
REPRESENT THE 44 USES 
FOR SHORT-ACTING 


@ 
: fe ™ b U t a l From report to report on short-acting Nemsurat, these are the 


| acts that you'll find the same: 


1 Short-acting Nemsutat (Pentobarbital, Abbott) can produce 
any desired degree of cerebral depression—from mild sedation 
to deep hypnosis. 

2 The dosage required is small—only about half that of man) 
other barbiturates. 


3 There’s less drug to be inactivated, shorter duration of effect 
wide ‘cin of safety d little tendency toward morni 
wide margin of safety and litile tendency toward morning- 
after hangover. 


4 In equal oral doses, no other barbiturate combines quicker, 
briefer, more profound effect. 


All are sound enough reasons for your prescription to call for 
short-acting NemBuTtaL. How many of short- 
acting NemBurat’s 44 uses have you tried? 


FOR BRIEF AND PROFOUND HYPNOSIS 


try the 0.1-Gm, (1¥4-gr.) Nemsutat Sodium capsule. 


“eS - 
“ation = oy 
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Famous for over 52 years as Denver's 
finest and purest drinking water. 

© Endowed by Nature with the ideal amount 
of fluorine, 1.3 parts per million 

© Contains no added chemicals 

@ Recommended by Doctors for baby formulas, 
stomach and kidney disorders 





© Scientific distilling process removes all 
minerals 


© Aerated, to remove flat taste of other distilled 
waters 

® Recommended by Doctors for baby 

formulas, allergies, prescriptions and sterilizing 
instruments 


Order Now At Your Pharmacists 
or call TAber 5121 


DEEP ROCK WATER CO. 


614 27th Street Denver, Colorado 





Prescribe with Confidence... 
=) 


DAIRY FOODS 
Noted for Their 
PURITY and FLAVOR 





fo.. persons OVER-WEIGHT 
on a LOW FAT diet— 


HI-LO HIGH in vitamins 


LOW in calories 


Vitamin D), 


needing EXTRA nutrition— 
GOLDEN GUERNSEY 


important nutrients. 
homogenized. 





Butterfat removed — Vitamins added 
(4,000 units Vitamin A, 400 units 
88 calories per quart. 


for persons UNDER-WEIGHT 


Contains 4.4 butterfat — with pro- 
portionately higher content of milk’s 
Cream-top or 


CARLSON-FRINK 


Denver's Quality Dairy — MA. 0111 

















School of Medicine 


POSTGRADUATE COURSES—1953 
SURGERY—Intensive Course 
Weeks, starting September 14, 
October!2. Surgical Technic 
Clinical Surgery, Four Weeks 


September 


starting October 








starting August 17, November 9 
gery, Ten Hours, starting 
gery, One Week, starting 
Colon & Rectum, One W 
Basic Principles in Gen 
starting September 21 
starting October 12. Esoph 
starting October 19. B 
Week, starting October 26 
Surgery, Two Weeks, start 

GYNECOLOGY— Intensive C 


September 21. 
One Week, starting August 31 


OBSTETRICS—Intensive Course 
October 5. 


DERMATOLOGY—Intensive 
ing October 19. 


October 5. Surgery 
starting September 
Surgery, 














g October 26 


ourse 





Weeks, starting Octo 
Course, Two Weeks, 
troenterology, 


e 12 Intensive 


Two Weeks, starting October 


ment. 


two weeks. 


UROLOGY— Intensive Cour 
tember 28. 


COOK COUNTY HOSPITAL 


ADDRESS: 
CHICAGO 12, ILLINOIS 


Cook County Graduate 


TEACHING FACULTY—ATTENDING STAFF OF 


in Surgical Technic, Two 


28, 


Surgical Anatomy & 


26. 


Surgical Anatomy & Clinical Surgery, Two Weeks, 
Gallbladder Sur- 
October 26. General Sur- 


of 


21. 


Two Weeks, 
oracic Surgery, One Week, 
geal Surgery, One Week, 
t & Thyroid Surgery, One 

Fractures & Traumatic 


irse, Two Weeks, starting 
Vaginal Approach to Pelvic Surgery, 


Two Weeks, starting 
Two Weeks, start- 


MEDICINE—Electrocardiography & Heart Disease, Two 
General 
arting September 28. Gas- 


26 


Allergy, One Month and Six Months, by appoint- 
CYSTOSCOPY—Ten-Day Practical Course starting every 


Two Weeks, starting Sep- 


REGISTRAR, 707 SOUTH WOOD STREET, 
















Gor 


BETTER 
Birth 
Control 





Active Ingredients 
Trioxymethylene 
Sodium Oleate 








Since 1934 
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When you say UZ: yf }/ to a new mother 





your recommendation is protected four important ways: 


ONLY HIGH QUALITY MILK USED. Morning Milk field 
* men are constantly checking farmers’ herds and sanitary condi- 
tions of the farms and equipment. 


COMPLETE PROCESSING CONTROL. All the milk sold 
® under the Morning Milk label is processed in Morning plants by 
Morning employees. 


CODED QUALITY CONTROL IN STORES. Your patient 
® is certain of fresh, quality milk every time, thanks to Morning’s 
control code numbers checked regularly by Morning salesmen. 


MORNING MILK IS ALWAYS EASY TO BUY. Conven-. 
° iently available at all grocery stores at low cost to your patient. 
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We 
A Complete COCKS-CLARK 


Pruiaition pate ENGRAVING CO. 


ELECTROTYPES PHOTOENGRAVERS 
MATRICES DESIGNERS 
STEREOTYPES 

PRINTING 2200 ARAPAHOE ST. 
TYPOGRAPHY DENVER 2,COLORADO 


Wiilen Newspaper Union 


i es eel EE EP 1830 Curtis St. 
. 9 - SA ae 310 East 45th St. 


eae 210 So. Desplaines St. : PROM PT S E RVICE 


And 33 Other Cities 
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The Emory John Brady Hospital 


401 Southgate Road 


A Private Hospital for Nervous and Mental Diseases 


Situated in a beautiful valley two miles south of Colorado Springs, which is nationa wn as a health 

center. New building for mild cases of Functional Neurosis, affording complete classification of patients. 

Home-like surroundings, scientific medical treatment and nursing care. Booklet an n application. 
Cc. F. Rice, Superintendent, Colorado Springs, Colorado 
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We Appreciate the Patronage of the 
Members of the Medical Profession DERMATOLOGY IN 


ENERAL I 
CAPITOL SANDWICH CO. G PRACTICE 
Established 1921 By Jacob Hyams Swartz, M.D. 
581 pages. Illustrated (1953). 
Williams & Wilkins. $11. 
Sandwiches on Sale at the Better Drug 


Stores of Denver 
& 
KEystone 2694 or EAst 4707 In the foreword C. Guy Lane, M.D., writes: ‘For 
Denver Colorado each disease you will find: a complete and true- 


to-life clinical picture that you can readily iden- 
tify; simplified rules for differential diagnosis 





that you can readily understand and apply; 





practical instructions for specific treatment that 
you can depend on in every case.’’ An assistant 
professor of Dermatology, Harvard, is helpfully 


PHARMACY — 


Denver’s Finest Prescription Store 
J. GLEN MATSON, Owner 


a& 


Free Delivery Stacey- TECHNICAL BOOK CO. 
Phone FR. 8837 1814 STOUT STREET 


2300 East Colfax Avenue at York Street DENVER 1, COLORADO 


A Western Institution 
Almay Cosmetics 























ACCIDENT * HOSPITAL ° SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


PHYSICIANS 

















ALL ALL 
surctons. |< ETAIMS 4 
COME FROM DENTISTS GO TO 
$5,000 accidental death Quarterly $8,00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly ind ity, ident and sickness 
$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 





COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL BENEFITS 
, Single Double Triple Quadruple 


Operday 10.00perday 15.00perday 20.00 per day 


a. NRCS 
5.00 perday 10.00 per day —— par ony 20.00 poe ay 
.00 


30 days of Nurse at Home... 







Laboratory Fees in Hospital. 5 10.00 5.0 

Operating Room in Hospital 10.00 20.00 30.00 40.00 

Anesthetic in Hospital....... 10.00 20.00 30.00 40.00 

X-Ray in Hospital.......... _ 10.00 20.00 30.00 40.00 

co ae 10.00 30.00 40.00 

Ambulance to or from Hospital..........--.--------+ 10.00 20.00 30.00 40.00 

COSTS (Quarterly) 

I elie abepletede nna octeaets ps odatsncst enka eaaonacea scape 2.50 5.00 7.50 10.00 

REE EOE. 1.50 3.00 4.50 6.00 

i gS |, R= 2.50 5.00 7.50 10.00 

$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
51 years under the same management 

400 First National Bank Building Omaha 2, Nebraska 


$200,000.00 deposited with State of Nebraska for protection of our members. 
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RELIABLE DRUGCGISTS 


PATRONIZE DENVER’S INDEPENDENT DRUGGISTS 





24 Years in the Heart of North Denver 
GUIDO SHUMAKE DRUGS 


PRESCRIPTIONS ACCURATELY 
COMPOUNDED 


Free Delivery Service 


West 38th Ave. and Clay Denver, Colo. 
Phone GLendale 1073 


For Accurate Prescriptions— 


For prompt delivery thruout the area— 
Phone: BElmont 3-4621 


& 


Kincaid’s Pharmacy 
7024 W. Colfax Ave., Lakewood, Colo. 








WE RECOMMEND 
Whittaker’s Pharmacy 
“The Friendly Store” 





PRESCRIPTION SPECIALISTS 
West 32nd and Perry, Denver, Colo. 
Phone GLendale 2401 


We Recommend 
BONNIE BRAE DRUG COMPANY 
Lloyd E. Chamberlin eS owe E. Chamberlin 
Prescriptions Accurately Compounded 
Drugs . . . Sundries 
Complete Line of Cosmetics 
FREE DELIVERY 
763 South University Boulevard 
Phone RAce 2874 — Denver, Colorado 








In AURORA... 


LK PROFESSIONAL 
PHARMACY 


+ prescriptions EXCLUSIVELY 
Immediate Free Delivery 
Phone EMpire 6-1531 


Hours: Weekdays 9 a.m.-10:30 p.m. 
Saturdays 9-4 


Sundays 10 a.m.-1 p.m. and 5 p.m.-8 p.m. 
Lou and Ken Suher 


HYDE PHARMACY 
ACCURATE PRESCRIPTIONS 
Chas. W. Hyde, Prop. 


Rocky Mountain Distributors for Sherman 
Biologicals and Pharmaceuticals 
Almay Non Allergic Cosmetics 


Prompt Free Delivery 
KE. 4811 MA. 4566 
1400 East 18th Avenue at Humboldt 








* 


ETHICAL ADVERTISING—Readers of Rocky 
Mountain Medical Journal may trust our ad- 
vertisers. Our Publication Committee investi- 
gates and edits every advertisement before it 
is accepted. It must represent an ethical and 
reliable institution and be truthful or it is re- 
jected. These advertising pages contain a 
wealth of useful information, a world of oppor- 
tunities. Read them all. 


—WORTH YOUR WHILE 


* 











Patronize 
Your 
Advertisers 
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750 Canosa Court 


RAPID—INTELLIGENT—SERVICE 


H. C. STAPLETON DRUG COMPANY 


Service Wholesalers for the Prescription Department 


Phone TAbor 2201 











| 1730 Speer Blvd. 


Denver, Colorado 


DENVER TOWEL SUPPLY COMPANY 


TAbor 3276 











2305 Hemphill 
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Fort Worth, Texas 


For Unfortunate Young Women 


Secluded, Homelike Surroundings. Excellent 


Licensed Agency. Reasonable Rates. 


WEST TEXAS MATERNITY HOSPITAL 


Medical 


Care. Arrangements made for Adoption through 


Patients Received Any Time During Pregnancy 


Phone WEbster 8257 














Whodcroft Hospital—P nih, CHa 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including 
alcoholism and drug addiction. Beautiful landscaping and home-like surroundings afford 
a restful atmosphere. Accommodations vary from single rooms with or without bath to 
rooms en suite, allowing for segregation of guests. 








Detailed information furnished on request. 
Karl J. Waggener, M.D. 

















THE CHILDREN’S HOSPITAL ASSOCIATION 
of DENVER 


NON-SECTARIAN—NON-PROFIT 


Providing medicinal and surgical aid to sick and crippled children of the Rocky 
Mountain Region from Birth to Maturity 


Every modern scientific aid available to the physicians and surgeons 
of Colorado and Wyoming 


Approved by the American Medical Association and Full Three-Year 
the American College of Surgeons Nurses’ Training Course 
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and the choice is yours! 





Some Doctors want fine steel examining 
room equipment. They pick Hamilton, 
and are always pleased. 
Some want the warmth of rich selected woods 
—and they discover Hamilton wooden 
furniture is matchless. 
Those who want contemporary colors 
find that Hamilton has the answer... 
those who want traditional finishes 
know there are none better than Hamilton. 


The Doctor determined to invest gener- 
ously in his examining room appoint- 
ments secures the full value he seeks in 
Hamilton equipment. The young prac- 
titioner who must husband his resources 
discovers a frugal friend in Hamilton. 
This wonderfully complete line of exam- 
ining room equipment gives you so many 
choices .. . all except one. There is no 
choice of quality. Every piece of it is 
Hamilton quality — and there is 
nothing finer. 


Hamilton. Manufactuning Company 


TWO RIVERS, WISCONSIN 





























Distributed by— 
GEO. BERBERT & SONS, INC. 


MANUFACTURERS AND DEALERS IN 
SURGEONS’ INSTRUMENTS, PHYSICIANS’ SUPPLIES, ORTHOPEDIC APPLIANCES 
1524-1530 Court Place Telephone ALpine 0408 Denver 2, Colorado 








Dextri-Maltost | 


aes 
Ont moun wht (400 O* QUID Formura fon infant 


| | Olac 


‘ 
a Seen Protein Formula et jae? 
se 


3 basic infant formula products 


For almost half a century, Mead Johnson & Company’s infant 
feeding products have had an incomparable background of 
clinical effectiveness and medical acceptance. 





Babies fed Mead’s formula products have been characterized 
by sturdy growth and low incidence of complications and 
feeding disturbances. 


Dext ri-NMaltose 


Mead's Carbohydrate Modiher 


olac 


Mead’s Powdere 


Lactum 


Mead’ s Liquid Formula 


a F ormula 


MEAD JOHNSON & COMPANY «+ EVANSVILLE 21, INDIANA, U.S.A. 
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